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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 

for the purpose of making available a concise and authoritative presentation of 

the current progress, trends, and attitudes in all branches of surgery. Compiled 
from every dependable source, this plan covers all state, national, and special journals 
as well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon the summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 
data are classified and published under the following headings: 


1. Anesthesia and Analgesia 20. Mediastinum 
2. Preoperative and Post- 21. Heart . Vascular Surgery 
operative Therapy 22. Esophagus 41. Arteries 
- Surgical Technic . Breast 42 
. Surgical Infections . Diaphragm 
. Tumors 25. Abdominal Surgery 
. Neurosurgery 26. Abdominal Wall 
7. Skull 27. Hernia 
8. Brain 28. Peritoneum 
9. Spine and Spinal Cord - Stomach and Duode- 
10. Peripheral Nerves num 
11. Sympathetic Nervous - Small Intestines . Traumatic Surgery 
System 31. Appendix 51. Burns 
2. Head and Neck 2. Colon and Rectum 52. Shock 
- Oral Surgery . Intestinal Obstruction 53. Transfusions 
. Plastic Surgery - Anus 54. Wounds 
. Thyroid and Parathyroid - Liver and Biliary 
. Thoracic Surgery Tract 
17. Chest Wall 36. Pancreas 
18. Pleura 37. Spleen 
19. Lung 38. Genitourinary Surgery 


39. Gynecologic Surgery 


. Veins 
. Orthopedic Surgery 
. Fractures 
5. Dislocations 
. Bones 
7. Joints 
8. Tendons 
. Amputations 


. Military Surgery 
Experimental Surgery 
. Miscellaneous 

. Book Reviews 


Announcements 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there will be published references to current 
articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
University of Washington, Seattle 5, Washington 


Published quarterly in February, May, August and November. ‘The annual 
cumulative subject and author index is bound in the November issue. 
Subscription rate: $11.00 per year; $28.00 for 3 years. 
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nd Administrative a Advertising Department 
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Washington 6, D. C. Washington 8, D. C. 


Entered as second-class matter Nov. 23, 1943 at the Post Office at 
Washington, D. C., under the Act of March 3, 1879. 
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1. Anesthesia and Analgesia 


Cardiae Resuscitation. Robert D. Dripps, Charles K. Kirby, Julian 
Johnson and William H. Erb, University Hospital and University of Penn- 
sylvania School of Medicine, Philadelphia, Pa. Ann. Surg. 127:592-604, 
April 1948. 

Prompt diagnosis and treatment based on a predetermined plan of 
action are essential for cardiac resuscitation as cerebral anemia of more 
than three or four minutes is followed by extensive and fatal cerebral cor- 
tical destruction. Except during intrathoracic operations, the only sure di- 
agnostic procedure is opening the thorax when cardiac action suddenly cease= 
and there is no obtainable peripheral pulse or blood pressure. Invaluable 
time can be saved by immediately opening the chest for diagnosis and little 
harm is done if the heart should be found to still be feebly beating. Arti- 
ficial respiration with 100 per cent oxygen and cardiac massage are im- 
perative. An anesthesia machine is satisfactory in the operating room, the 
lungs being inflated by manual compression of the breathing bag and the 
cycle completed by the elastic recoil of the respiratory organs. Care must 
he exercised not to produce excessive intrapulmonary pressure as this blocks 
the flow of blood through the lungs by reducing venous return to the heart. 
Adequate exposure is best provided by a transverse incision in the fourth 
left intercostal space. The fourth and fifth ribs can be spread apart or 
their costal cartilages divided and the heart grasped. It is unnecessary 
to open the pericardium, The heart should be firmly compressed twenty 
to forty times per minute depending upon the adequacy of ventricular fill- 
ing between compressions. Occasional compression of the aorta just above 
the coronary vessels may be required to raise the coronary blood pressure. 
The value of epinephrine is uncertain but it should be injected into the 
auricle, if used, and not the ventricle. Possible fibrillation from abnormal 
stimulation is then not serious. 

Different treatment is necessary for ventricular fibrillation the most 
effective method being Wigger’s method of serial defibrillation. Sterile elec- 
trodes can be kept immediately available in the operating room. The heart 
should be manually compressed for thirty to sixty seconds to place blood in 
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the myocardium before the heart receives the counter shocks. This treatment 
is frequently successful but rhythmic cardiac activity must be restarted after 
fibrillation has stopped. The usefulness of procaine in this condition is un- 
settled and requires further investigation. Intravenous injections of procaine 
are useless in ventricular fibrillation without cardiac massage as the drug 
cannot reach the heart. The patient is usually unconscious and requires con- 
stant care after recovery from the acute attack. Accumulated secretions must 
be aspirated from the pharynx and iracheobronchial tree and the patient 
frequently turned from side to side to avoid hypostatic pulmonary conges- 
tion. Prophylactic injections of penicillin are often advisable. Sufficient 
fluids must be given to maintain an adequate urine output. Oxygen inhala- 
tions may be desirable. The prognosis for starting the heart again is general- 
ly good in these cases if immediate treatment follows prompt diagnosis 
but prognosis for recovery depends upen duration of cerebral anoxia. Case 
reports of 4 cases are presented, 2 having recovered and 2 died. 24 refer- 
ences, 


2. Preoperative and Postoperative Therapy 


The Use of the Artificial Kidney in the Treatment of Uraemia. John 
T. MacLean, Charles B. Ripstein, Nannie K. M. de Leeuw and G. Gavin 
Viller, Royal Victoria Hospital, Montreal, Que. Canada. Canad. M. A. J. 
53:433-37, May 1948. 

The artificial kidney seems to be an effective method of removing 
waste products from the blood in uremia. Its clinical value is at present 
limited to those patients having uremia caused by reversible or curable renal 
conditions but it is lifesaving in such cases so that its existence is justified 
in any large center. It is well tolerated by the patient and seems to cause 
few harmful effects. This apparatus may be useful in the following condi- 
tions: (1) acute renal lesions with uremia: (a) fulminating acute glo- 
merulonephritis; (b) acute poisoning—mercury, phenol, ete.; (2) lower 
nephron nephrosis type of lesion; anuria following (a) incompatible trans- 
fusion: (b) sulfonamide administration; the crush syndrome; (d) se- 
vere burns: (c¢) eclampsia; (3) to prepare the uremic patient for major 
surgery: (a) prostatic obstruction; (b) infections of the kidney. 

Dialysis causes the nonprotein nitrogen to be decreased at the rate of 
10 to 30 mg. per cent per hour. Blood chloride remains constant but the 
blood caleium tends to fall. The latter can be prevented by giving the patient 
10 Gm. of calcium gluconate intravenously every three hours. Calcium salts 
precipitate out if added to the bath water. A tendency to acidosis can be 
stopped by the intravenous administration of 500 ec. of 1/6 molar sodium 
lactate solution whenever the CO, combining power falls below 50. The 
blood sugar rises. The blood coagulation time remains considerably ele- 
vated because of the large doses of heparin. The red blood cells are un- 
changed. There is an initial fall in the white cells followed in a few hours 
by a return to normal. The artificial kidney acts as an arteriovenous shunt 
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and puts an extra strain on the cardiovascular system but no serious effects 
have been observed to date. Subjective changes are difficult to evaluate. 
The output of urine increases as the uremia decreases but there is no ap- 
parent change in the urinary constitutents. Peritoneal irrigation has also 
been successfully used by Frank, Strean, Korenberg and others in the treat- 
ment of uremia. This requires little special apparatus and is simpler than 
the artificial kidney but less efficient and more dangerous. The apparatus 
and technic are described. A blood pressure cuff is placed around — the 
patient’s arm, an incision made down on a vein in the forearm and a 
glass cannula which is connected with a continuous saline drip is inserted. 
The radial artery is exposed and the patient given 150 Gm. of heparin 
intravenously. A glass cannula is then inserted into the artery and connect- 
ed with the artificial kidney. Metal parts are avoided because of danger 
of inactivating the heparin. The arterial pressure and rotation of the drum 
causes the blood to traverse the apparatus. It is returned to the patient’s 
vein by a variable speed pump. Blood or intravenous fluids can be added 
to the circuit as necessary and blood samples removed from the arterial or 
venous tubes. The patient’s blood is kept liquid during the dialysis by the 
addition of 50 mg. of heparin to the circuit every one and a half to two 
hours. It has been found that considerable heparin is necessary because an 
appreciable amount is lost by dialysis. Too much is considered better than 
too little heparin and intravenous protamine sulfate can be used to neutral- 
ize the anticoagulant effect if necessary. The pulse and blood pressure are 
frequently recorded and the patient carefully watched throughout this pro- 
cedure. The dialysis is continued until the nonprotein nitrogen reaches nor- 
mal, about two to ten hours. Hourly records are made of the blood non- 
protein nitrogen and CO, combining power. 12 references. 5 figures. 

(A most interesting mechanical device. Mt. Sinai Hospital in New 
York has been using one for some time.—J. . F.) 


Peritoneal Irrigation in Uremia. Report of Three Cases. B. Fretheim 
and C. Selvaag, The Drammen Hospital, Drammen, Norway. Acta chir. 
Seandinav. 96:461-73, No. 5, 1948. 

Peritoneal dialysis was beneficial in 3 cases of uremia: (1) corrosive 
sublimate poisoning in a woman, 22 (recovery); (2) bilateral pneumonia 
in a woman, 55, siiffering from hypertension and obesity (fall of the blood 
urea: death from infection) ; (3) chronic nephritis in a man, 51. Temporary 
relief (drop in blood urea from 390 mg. per cent to 133 mg. per cent, 
following a seven day irrigation). Death two weeks after discontinuance 
of treatment. Autopsy showed no impairment of the peritoneum. In the first 
2 cases the fluid contained normal saline, 1 per cent glucose and 10,000 
units of penicillin per liter. In the third case salts were added (the Mayo 
formula). The doses were 1.0 and 1.5 liters per hour, respectively. In pro- 
longed irrigations blood transfusions and plasma injections (200 to 300 
Gm. of protein in twenty-four hours) were given, to replenish the loss of 
proteins from the serum. 11 references. 1 table. 9 figures. 

(This is a most interesting study. At the Graduate Fortnight in New 
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York recently, the use of the artificial kidney was demonstrated by the Mt. 
Sinai Hospital. In addition, one of my Graduate Fellows reported a case 
in a hosptial where he had interned in which a complete recovery ensued 
after a corrosive sublimate poisoning, by the use of intraperitoneal treat- 
ment in the breakdown of the kidney function; a very interesting and valu- 
able experiment.— J. H. F.) 


The Value of Preoperative Heart Examination. A Study Based 
on Material at the Surgical Clinic of the Karolinska Sjukhuset, Stockholm, 
1940-1944. Wolfram Kock, Karolinska Sjukhuset, Stockholm, Sweden. Acta 
chir. Seandinay. 96:199-223, Fase. 3, 1947. 

This paper deals with 406 operation cases in consecutive order which 
were preoperatively examined with both EKG and heart roentgenograms. 
The cases have been distributed with references to organ, into six groups 
with a maximum 100 cases in each, and cases with postoperative compli- 
cations have been tabulated separately. Tables are given showing age and 
sex, anamnestic, physical-diagnostic and laboratory findings as well as EKG 
and heart roentgenograms. The extent to which heart changes were pre- 
operatively certified has been investigated, likewise the kind of medicament 
used and the frequency of its administration. A comparative study of the 
sex, anamnestic, physical-diagnostic and laboratory findings as well as EKG 
and roentgenograms has also been made, as well as of the behavior between 
the anesthetic used and the postoperative heart complications. Finally a 
statement is given concerning the nature of the postoperative complications, 
the number of cases with lethal course and cardiovascular and other causes 
of death, and al+o the point at which death in the cardiovascular cases oc- 
curred. This study indicates that it is not possible, through preoperative 
EKG and roentgenograms examinations alone, in every case, to form a safe 
opinion of the state of the heart with reference to operative risk, but that 
the anamnestic-physical-diagnostic results must to some extent also be taken 
into consideration, It is possible that the tests relative to the cardiac strain 
and EKG with combined roentgenograms of the chest may be able to. in- 
crease the value of preoperative investigations. 18 references. 15 tables. 
duthor’s abstract. 

(This exhaustive and interesting résumé brings to mind the dictum of 
Vackenzie of St. Andrews, Scotland—The only way to know a heart is to 
live with it.”"—J. F.) 


Total Intravenous Alimentation. Its Effect on Mineral and Bacterial 
Content of Feces. LeRoy E. Duncan, Jr.. George S. Mirick and John Eager 
Howard, Johns Hopkins University and the Office of Naval Research, Balti- 
more, Md. Bull. Johns Hopkins Hosp. 82:515-28, May 1948. 

Observations are presented on the chemical and bacteriologic content 
of spontaneous stools and enema washings given during total intravenous 
alimentation of patients undergoing minor surgical operations. A solution 
of casein hydrolysate. glucose and potassium chloride in water was used 
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for the intravenous diet, 10 Gm. of nitrogen and 1,600 calories per 1.73 
~q. M. of the surface area of the patient being administered daily. Sterile 
physiologic saline enemas of 750 cc. each were given before the intravenous 
feeding and at the end of different twenty-four hour periods during the 
feeding. The return volume was usually more than 70 per cent of the origi- 
nal enema. The first colonic washing was cultured in cases when bacterio- 
logic fecal studies were made. Analyses of these colonic washings did 
not clearly indicate status of the physiology of the intestinal tract during 
total intravenous feeding. Completeness of collection of the colonic con- 
tents was somewhat uncertain. It appeared that small amounts of calcium, 
phosphorus, nitrogen and potassium were present in the colon during total 
intravenous feeding when enemas were not regularly given and there was 
neither nausea nor vomiting. Normal secretions were either reabsorbed be- 
fore or shortly after reaching the colon, or upper tract secretory activity 
was markedly reduced. Administration of repeated enemas or the presence 
of nausea apparently stimulated the secretory activity of the upper tract, 
small amounts of calcium, phosphorus, nitrogen and potassium appearing 
in the colon. It is generally agreed that viable bacteria only form a small 
part of the bacterial mass in human feces and that most of these are strictly 
anaerobic species. The bacterial counts in these cases indicated that either 
unformed fecal material from the upper bowel was in the enema return, 
with more viable bacteria than the lower gut, or that there is a greater 
concentration of viable bacteria on the mucosal surface of the bowel than 
in the mass of the stool. The total number of viable aerobic bacteria re- 
covered in the enema returns of 5 of 8 cases studied was increased, indicat- 
ing that they can live in the intestine without ingested food. There was a 
progressive rise in the aerobic bacterial count of 1 patient who received 
daily enemas. 14 references. 1 chart. 

(As a preparation for bowel surgery, this will probably be extremely 
valuable. We have seen some patients carried on for some time by a combi- 
nation of intravenous and hypodermoclysis feeding who seemed to be fairly 
happy and comfortable as long as they were in bed. I am wondering what 
physical activity would do to these patients, both as regards mentality and 
physical strength. —J. H. F.) 

(The use of total intravenous alimentation has proved of distinct help 
in preparing certain intestinal cases for operation. Thus, intestinal fistulas 
will often dry-up and be more amenable to surgery as first showed by 
Blalock.—*p. ) 

References to Current Articles 
Duration of Renal Ischemia Required to Produce Uremia. Paul B. Hamil- 
ton, Robert A. Phillips and Alma Hiller, U. S. Navy Research Unit, 

Rockefeller Institute for Medical Research, New York, N. Y. Am. J. 

Physiol. 152:517-22. March 1948. In experiments on dogs, it was 

found that uremia causing death always developed after renal ischemia 

of three to four hours. 13 references. 2 figures. 
Pulmonary Embolism. Recent Advances in Diagnosis and Treatment. Samuel 

Oram, London, England. Overseas Post Grad. M. J. 2:363-74, April 
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1948. A general review, including the use of anticoagulants in pre- 
vention and treatment. 50 references. 2 tables. 

Reflex Anuria. Its Treatment by Procaine Sympathetic Block. John M. 
McGowan, Boston, Mass. and Daniel H. Autry, Little Rock, Ark. Am. 
J. Surg. 76:205-10, August 1948. 

The Value of Antibiotics in Diabetic Surgery. M. J. Kuffet, L. N. Irvin, 
D. H. Hooker and D. P. Foster, Henry Ford Hospital, Detroit, Mich. 
New England J. Med. 239:107-10, July 22. 1948. 

Blood Volume and Other Determinations in Preoperative and Postoperative 
Care. Their Practical Applications in the Average Hospital. C. Abbott 
Beling, Thomas V. Morton and Donald T. Bosch, Hospital of St. Barna- 
bas, Newark, N. J. Surg., Gynec. & Obst. 87:163-71, August 1948. 

The Treatment of Experimental Uremia by Intestinal Lavage. Beverly H. 
White, St. Petersburg, Fla. and Henry N. Harkins, University of 
Washington Medical School, Seattle, Wash. Surgery 24:90-96, July 
1948. 

The Neutralization of Heparin by Protamine. Leonard L. Crowley and Con- 
rad R. Lam, Henry Ford Hospital, Detroit, Mich. Surgery 24:97-99, 
July 1948. 

Practical Application of the Heparin-Caronamide Reaction to the Potentia- 
tion of Heparin in Gelatin Menstruum. Robert S. MeCleery, Curtis 

P. Artz and Howard D. Sirak, Ohio State University and University 

Hospital, Columbus, O. Surgery 24:348-54, August 1918. 


3. Surgical Technic 


Unusual Proliferative Reactions to Suture Material. Joseph 41. Witter, 
Detroit, Mich. Arch. Surg. 56:178-85, February 1948. 

The present study was stimulated by an unusual tissue reaction follow- 
ing an uninfected total hysterectomy and bilateral salpingo-oophorectomy 
in which cotton suture material was used throughout. The immediate post- 
operative course was uneventful except for the formation of small bleb- 
which extruded cotton knots. As months passed, the patient began to have 
difficulty flexing the trunk due to stiffness of the abdominal wall: there 
was also progressive frequency of urination without dysuria. -Eventually 
howel obstruction developed and the patient was again submitted to surgery. 
At operation, the abdominal wall and underlying viscera appeared to be 
infiltrated by a dense neoplastic process which upon close inspection seemed 
to be intimately related to the previously placed cotton. An extensive re- 
section was done and the patient went on to complete recovery. A review 
of all cases in which cotton was used in two Detroit hospitals for 1946 was 
made, The total was 1,341 with 3 per cent reactions of which 0.2 per cent 
were serious. Microscopic studies were made on all cases on which reopera- 
tion was necessary and the type of reaction to cotton was found to follow 
a definite pattern. 

To briefly recapitulate the histologic picture, it was found that in- 
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stead of the usual formation of a thin fibrous wall about the cotton sutures, 
there is, in 3 per cent of cases, an extreme foreign body reaction accompani- 
ed by a marked fibroplasia which seems to be the result of continuous stimu- 
lation by the cotton or some substance in it or stimulated by it. This proli- 
feration has a mildly invasive character and the adjacent tissues become 
involved in a dense cicatricial change. It was the author’s impression that 
infection is introduced into these reactions secondarily and does not play 
an etiologic role. It was felt that the most likely explanation for these re- 
actions would lie in the substances used in the preparation and manufacture 
of cotton. This introduces many reagents which are known to be highly ir- 
ritating to tissue. A plea was made for development of a cotton suture es- 
pecially prepared for surgical use which would be chemically free of all 
irritant substances and would be composed of select long fiber plants so 


as to be more uniform in tensile strength. 5 references. 1 table. 5 figures. 
—Author’s abstract. 


( After a series of many cases, without any untoward reaction to cotton 
suture material, we have had 2 cases—a hernia (in a doctor!) and a breast 
case, in which sinuses appeared some time after operation, which did not 
close until the interrupted sutures were extruded. Recently one of the suture 
manufacturers has placed on the market a cotton suture made of long fiber 
Egyptian cotton with absolutely no chemical used in its manufacture. This 
may solve the problem.—J.H.¥.) 


References to Current Articles 


Experimental and Clinical Studies of Reduced Temperatures in Injury and 
Repair in Man. Direct Effect of Cooling and Freezing on Various Ele- 
ments of the Human Skin. Hamilton Baxter and Martin A. Entin, Royal 
Victoria Hospital and McGill University, Montreal, Que., Canada. 
Plast. & Reconstruct. Surg. 3:303-34, May 1948. Describes experiments 
to determine effects of various degrees of cold on free split-thickness 
grafts. Such grafts were satisfactorily preserved at 32 F. for three 
weeks. 

Sulpha Granuloma. A New Pathological Entity. T. H. Williams, Deer Lodge 
Hospital, Winnipeg, Man., Canada. Canad. M. A. J. 59:50-52, July 
1948. 

A Discussion of the Uses of Metals in Surgery and an Experimental Study 
of the Use of Zirconium. J. I. Bates, C. R. Reiners and R. C. Horn. 
University of Pennsylvania, Philadelphia, Pa. Surg., Gynec. & Obst. 
87:213-20, August 1948. 

Reactions to Morphine in Ambulatory and Bed Patients. Julius H. Comroe, 
Jr. and Robert D. Dripps, University of Pennsylvania, Philadelphia, 
Pa. Surg., Gynec. & Obst. 87:221-24, August 1948. 

A Dependable Method for Constant Intravenous Therapy in Infants Using 
Polyethylene Tubing. Eben Alexander, Wilfred Small and James B. 


Campbell, Children’s Hospital, Boston, Mass. Ann. Surg. 127:1212-16. 
June 1948. 
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Prevention of Chemical Sloughs. Identification of Procaine, Alcohol, 
Ether, Boric Acid and Other Colorless Solutions Commonly Used in 
the Operating Room. Kenneth L. Pickrell and Arthur Cecil, Duke Uni- 
versity School of Medicine, Durham, N. C. Surgery 24:416-25, August 


1948. 


4. Surgical Infections 


Infections of the Fingers and Hand. A Report from the Hand Clinic 
of University College Hospital. R. S. Pilcher, R. L. G. Dawson, B. B. 
Milstein and A. G. Riddell, University College Hospital, London, England. 
Lancet 1:777-83, May 22, 1948. 

The author’s experience in treating 591 cases of infection of the fing- 
ers and hand is described. These infections are usually staphylococcic, The 
toxins of this organism cause early death of tissue, resulting in slough 
formation and ultimately liquefaction with the appearance of pus, and se- 
paration of the slough. Necrosis and gangrene are not caused by tension 
in an inflammatory focus; when tension is supposed to be maximal, the 
digit is in fact vigorously pulsatile. Incisions to relieve tension in’ the stage 
of cellulitis are therefore condemned. The closed spaces of the hand, the 
anatomic existence of which is not denied, do not determine patterns of in- 
fection. No case of so-called deep palmar space abscess has been seen, The 
only anatomic compartments in which infections localize are the joints and 
tendon sheaths. The thick skin of the hand prevents early escape of pus, so 
that abscesses form at one of three levels: (1) in the epidermis (sub- 
cuticular); (2) in the dermis (intracutaneous):; (3) in the subcutaneous 
tissue. A subeuticular abscess may form in relation to a subcutaneous one, 
the two being joined by a narrow communication, making a collar-stud ab- 
scess. Paronychia is a subcuticular or intracutaneous abscess of the nail- 
fold, which extends round the fold or under the nail but not into the sub- 
cutaneous tissue. Web abscess is the commonest subcutaneous infection of 
the hand. It is confined to the web and does not extend along the lumbrical 
tendons, although it is often, mistaken for a deep palmar abscess. Complex 
palmer abscesses do form but they may have any relation to the tendons 
and nerves and are not related to specific compartments. These facts have 
been determined by inspection of numerous abscesses in a bloodless fluid. 

The principles of treatment employed are to rest the hand during the 
diffuse phase of the infection and to postpone incision until a localized 
abscess has formed. Rest is achieved by a plaster of paris, dorsal or volar 
splint which immobilizes all the fingers. Attempts to immobilize one finger 
are useless. This treatment controls cellulitis and relieves pain. It some- 
times results in resolution but usually a localized abscess forms. When it 
is certain that pus is present, an incision is made over the point where the 
pus is nearest the surface, in a direction parallel with Langer’s lines. Rea- 
sons for avoiding the standard incisions of textbooks are given. The opera- 
tion is performed under local anesthesia with a tourniquet to produce a 
bloodless field. The abscess cavity is mopped dry and then inspected. The 
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incision can then be enlarged under direct vision without damage to nerves. 
A small diamond of skin is excised if drainage is likely to be inadequate. 
The floor of a subcuticular abscess is searched for a sinus leading to a 
subcutaneous component which may require further exploration. Parony- 
chia is drained through the nail-fold by stripping back the eponychium with- 
out incision of subcutaneous tissue. Dry gauze only is used for dressings. 

The main use of penicillin is in certain well-defined groups, such as 
tenosynovitis, and to control spreading infection. Given systemically 
in these cases, it will cause an early infection to resolve. In later cases, it 
produces a rapid improvement in the signs of infection, and localization 
soon occurs. Dosage for the most serious cases, who were always admitted 
to nospital, was 30,000 units every three hours. Outpatients were given one 
injection daily of 300,000 units in oil-beeswax suspension, or twice daily 
injection of 500,000 units in saline. A powder containing penicillin and 
lactose (2,000 units per Gm.) has been used for local applications. The 
solubility of the lactose is a safeguard against caking. Local penicillin ac- 
celerates healing when applied to a subcuticular abscess cavity, including 
paronychia. Applied to bare bone found in the floor of an abscess, it pre- 
vents serious osteitis. However, if slough is adherent in a drained abscess 
cavity, penicillin will delay its separation. Details of treatment of each 
type of infection are described, and a table shows the results of treatment 
in each lesion. | table. 2 figures.—Author’s abstract. 

(Many otherwise competent surgeons do not understand the importance 
of proper care of hand infections. In our graduate surgery department we 
show that excellent film immortalizing Kanavel. That is our Bible for hand 
infections here in America.—J.H.¥.) 


Modern Tendencies in the Treatment of Gas Gangrene (/ndirizzi odi- 
erni nella cura della gangrena gassosa). Leonardo Gui, V. Putti Orthopedic 
Center, Bologna, Italy. Chir. d. org. di movimento 32:167-88, Fasc. 3, 1948. 

Forty-five cases of gas gangrene are reported. Of these, amputation 
proved necessary in 34 (26 amputations of the thigh, 5 of the leg and 3 
of the arm). There were 2 disarticulations of the hip joint. In the remaining 
9 patients treatment to local exposure and debridement of the wound tra- 
jectories was done. In 4 of these 9 cases amputation could not be done be- 
cause of the location of the wound; in 1 instance the wound was located 
in the region of the scapula and in 3 in the region of the buttocks; in the 
remaining 5 local treatment was judged sufficient because of the localized 
character of the gangrenous process and because there was little evident 
tendency to spread. In 3 of these 5 cases the wound was in the region of 
the foot and in 2 it was in the region of the leg. Eventually 1 of these foot 
cases underwent a leg amputation and | the leg wounds had to be amputat- 
ed at the thigh. 

Total mortality was 15 (30 per cent). This compares favorably with 
the statisties of World War I, however it is not as good as those of the 
allied forces in World War Il, who had the benefit of penicillin. In 2 
instances where penicillin was used, not only was the infection brought to 
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a standstill but the subsequent amputation, which was necessitated in both 
cases by circulatory conditions and not by the infection itself. could be 
done through infected tissues and thus a useful stump procured. The cases 
treated with the sulfonamides did not seem any less serious than those treat- 
ed without these preparations. Sulfonamides locally in combination with 
the local and general use of penicillin did not seem to be antagonistic 
and were perhaps synergistic. Anti-gas gangrene serum was used in large 
amounts and exclusively intramuscularly. Although gas gangrene is charac- 
teristically a complication of fresh wounds, it may develop following re- 
interventions months, or even years, after the original injury. This occurred 
in 2 cases of the author’s and seems particularly likely to happen in healed 
open fractures. 27 references. 9 figures. 

(In the past few years great claim was made for the use of the roentgen 
rays in these cases of gas gangrene. Of late we have heard very little about 
it. Evidently it was not of as great help as was expected by the radiologists 
who used it. Penicillin and anti-gas gangrene serum seem to be more valu- 
able adjuvants in the treatment of this condition.—J.4.¥.) 


Penicillin in Tetanus. A Clinical Analysis of Fifty-Nine Cases. R. S. 
Diaz-Rivera, Luis R. Deliz and José Berio-Suarez, San Juan City Hospital. 
San Juan, Puerto Rico. J. A. M. A.138:191-94, Sept. 18, 1948. 

The authors present the results of a planned study of 56 cases of 
generalized tetanus and 3 cases of cephalic tetanus. There were 38 white 
patients (26 males and 12 females) and 21 Negroes (13 males and 8 
females). The youngest was 8 years old and the oldest 70. with an average 
of 22.7 years, 53 patients being younger than 50, and 2 younger than 10. 
It was felt that there was a fair sampling of age. sex and race. The most 
frequent clinical observations on admission were stiffness of the jaw. tris- 
mus, dysphagia. rigidity of the neck, abdominal rigidity, restlessness, back 
pain, hyperactive reflexes, spasticity of the limbs. opisthotonus, convulsions, 
oppression of the chest and headache. 

On admission every patient received 100,000 units of antitetanie serum 
intravenously and 100,000 units intramuscularly. The portal of entry, when 
accessible, was debrided and excised when necessary. after the infiltration 
of the surrounding tissues with 20,000 units of antiserum. The lesion was 
left open and treated locally with hydrogen peroxide compresses. Daily 
intramuscular injections of 5,000 to 10,000 units of antiserum were given 
during the next three days. Two thousand to 4,000 ce, of 5 per cent dextrose 
in isotonic sodium chloride solution were given intravenously in accord- 
ance with the patients’ needs for hydration and an indwelling stomach tube 
was left in situ for the nutrition of the most seriously ill patients. Pheno- 
barbital sodium was given hypodermically in doses of 2 grains (0.13 Gm.) 
every two to three hours forthe control of convulsions, and a mixture of 
ether and oil given by rectum was used in some severe cases. Treatment with 
penicillin, in doses of 15,000 to 20.000 units intramuscularly every three 
hours, was started on admission, and the total unitage of the drug was not 
limited. There were 12 deaths and 47 recoveries, with a gross mortality 
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rate of 20.3 per cent. Four patients lived for seven, ten, twenty-one and 
thirty-six hours, respectively, after admission. The hospital mortality rate 
was 13.5 per cent. The 59 patients received an average total of 1,800,000 
units of penicillin, while the 12 that died received an average of 796,000 
units. The mortality rate in spite of efficient penicillin therapy was 17.6 
per cent (10 deaths) which compares favorably with reported mortality 
rates of 50 to 60 per cent in the best of institutions. Heavy doses of peni- 
cillin failed to save the life of 3 patients. The amount of antitoxin ad- 
ministered had little to do with the outcome since the cases that died re- 
ceived an average of 251.666 units. Obvious benefit from penicillin was 
recorded in 11 patients with bronchopneumonia complicating tetanus. Seven 
of these recovered and 4 died. 

The duration and frequency of convulsions were not benefited by either 
penicillin or tetanus antitoxin. Two of the patients that died received large 
doses of antitoxin before the onset of convulsions and in both the disease 
was classified as mild. It was evident that in these 2 patients the outcome 
could not be determined on admission. It appeared that tetanus is a more 
serious illness among patients older than 50 and younger than 10 but the 
series was too small to warrant definite conclusions. Six deaths (40 per 
cent) were recorded among 15 patients with an incubation period of five 
days or less, 3 (15 per cent) among those (20) with an incubation period 
of six to ten days, and only 12.5 per cent among those with an incubation 
period of more than ten days. Two of the patients with no known periods 
of incubation died from the disease but the rapid clinical course of these 
2 suggests that it was relatively short. Among the 10 patients in whom con- 
vulsions appeared within twenty-four hours after onset of the disease 6 
(60 per cent) died, within the first forty-eight hours 3 (50 per cent) died, 
and within seventy-two hours 2 (33.3 per cent) died. These observations 
substantiate the relationship of a high mortality rate with a short incubation 
period and rapid onset of convulsions. 

The mortality rate among those patients with a portal of entry in the 
lower extremity was 13.3 per cent, of those in the upper extremity 29 per 
cent, in the trunk 26.6 per cent and in the head 66.6 per cent. A patient 
with postabortion tetanus was treated with vaginal douches of hydrogen 
peroxide, with improvement, but the value of this procedure is question- 
able. Bubbling oxygen into the uterus of another patient was to no avail. 
Puncture wounds yielded a mortality rate, of 11.8 per cent, chiggers 14.3 
per cent, lacerations 20 per cent, abrasions 0 per cent, ulcerations 50 per 
cent, endometritis 50 per cent and hypodermic injections 50 per cent. None 
of the patients received prophylactic inoculations after injury. 

The actual cause of death among the 12 fatalities was due in 7 to 
respiratory paralysis and overwhelming toxemia, in 4 to complicating bron- 
chopneumonia and in | to extreme dehydration. Severe serum sickness con- 
tributed to 1 death. Milder reactions to antitetanic serum were seen in 4 
patients who recovered. In cases of bronchopneumonia that did not respond 
to treatment with penicillin, failure may have been due to penicillin resist- 
ant organism, to small doses of drug or to aspiration pneumonia. The low 
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mortality rate in this series suggests that penicillin is a valuable adjunet 
in the treatment of ‘anus. The favorable effect of the drug may be due 
to its antibiotic action on the tetanus bacillus by reducing or paralyzing 
production of the toxin and to its influence in the prevention or cure of 
secondary bacterial complications. Penicillin is useless in’ preventing the 
diffusion of the tetanus toxin through the tissues or its fixation by nerve 
cells, in the elimination of free toxin from the body or in the prevention 
or relief of convulsions. Antitoxin likewise does not prevent or relieve the 
convulsions of tetanus, yet its neutralizing effect on toxin that is free or 
heing produced by the tetanus bacilli mdicates its prompt use in large 
amounts. Since some time elapses between the fixation of tetanus toxin 
by the nerve cells and its diffusion to the tissues resulting in convulsions, 
the formulation of a good prognosis in the absence of this symptom may 
be erroneous. The presence of convulsions in tetanus is not a measure of 
its severity but cases with short incubation period and rapid onset of con- 
vulsions carry a higher mortality rate. Debridement of infected wounds, 
maintenance of hydration and electrolyte balance, good nutrition and seda- 
tion are considered as important as the administration of antitoxin or peni- 
cillin in the treatment of tetanus. Early recognition of the disease and rapid 
institution of all available therapeutic measures may have contributed to 
the low mortality rate herein reported. 7 references. 8 tables.—Author’s 
abstract. 

(The most important initial treatment must be thorough debridement 
of the wound and allowing it to remain open, with competent surgical care. 
This should be followed with the method of using penicillin and tetanus® 
antitoxin. It is sad to note that in some of our personal ct#seS*ithivte-we- 
have seen in consultation, the general practitioner has totally disregarded 
proper surgical cleanliness and relied upon penicillin and antitetanic serum. 
— Jj. F.) 
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223-26, Aug. 5, 1948. 

Desirability of the Routine Use of Tetanus Toxoid. Edward Press, Federal 

Security Agency, Chicago, Ill. New England J. Med. 239:50-56, July 

8, 1948. 

Acute Non-Clostridial Crepitant Cellulitis. W. A. Altemeier and W. R. 

Culbertson, College of Medicine of the University of Cincinnati, Cin- 

cinnati, O. Surg.. Gynec. & Obst. 87:206-12, August 1948. 


5. Tumors 


The Definition of Inoperability of Cancer. George T. Pack, Memorial 
Hospital for Cancer and Allied Diseases, New York, N. Y. Ann. Surg. 127: 
1105-18, June 1948. 

The definition of inoperability of cancer has an important influence 
on end results. The point of view of the surgeon plays a significant role 
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in determining whether or not a given patient should be subjected to opera- 
tion and attempt at surgical removal of the cancer. A distinction should 
be made between absolute inoperability due to distant dissemination of the 
cancer and obvious incurability, and relative inoperability due to local 
technical difficulties. No surgeon should perform an exploratory operation 
unless he is qualified to proceed with the actual removal of the tumor if 
encountered and if removable. Excisional surgery should be available for 
cancer patients of advanced age if they can be prepared for such an or- 
deal, as old age alone is not a sufficient excuse to deny these patients the 
only opportunity to overcome an otherwise fatal disease. The condition of 
the patient may present seemingly serious hazards from the surgeon’s view- 
point but with the current improvement in preoperative and postoperative 
management, the dangers are often reduced to the point where major surgi- 
cal procedures may be safely performed. The stage and extent of the cancer 
complicate the judgment of the surgeon but if the cancer is removed when- 
ever technically possible, occasional cures are surprisingly obtained. Pal- 
liative resections of the stomach, colon and rectum afford a great deal of 
relief to many patients even though small metastatic foci are detected in 
the liver. Involvement of multiple organs by cancer has been given as a 
reason for inoperability but one should attempt by every means possible 
to remove such cancers which are adherent to any adjacent structures ‘or 
viscera that may be sacrificed by excision in continuity with the organ in- 
volved. Some patients who have had exploratory laparotomy for cancer with 
abandonment of the operation and pronouncement of incurability are en- 
titled to another chance or effort by a different surgeon if the former sur- 
geon classified the cancer as inoperable because of technical difficulties. 
Case reports are in-erted to ijlustrate the arguments throughout this thesis. 
—Author’s abstract. 
References to Current Articles 
The Accidental Operative Transplantation of Benign Giant Cell Tumor. G. 
H. C. Joynt and W. E. Ortved, Toronto General Hospital and Uni- 
versity of Toronto, Toronto, Ont.. Canada. Ann. Surg. 127:1232-39, 
June 1948. 
Hodgkin’s Disease. An Unusual Case with Spinal Symptoms. O. D. Beres- 
ford, Southmead Hospital and Norman G. B. McLetchie, University 
of Bristol. Bristol, England. Brit. M. J. 4567:136-37. July 17. 1948. 


6. Neurosurgery 


Vascular Tumors of the Brain and Spinal Cord and Their Treatment. 
Mason Trupp and Ernest Sachs, Washington University School of Medicine, 
St. Louis, Mo. J. Neurosurg. 5:354-71, July 1948. 

The neurosurgical diagnosis and treatment of vascular tumors of the 
brain and spinal cord were initiated by Dr. Ernest Sachs (/ntracranial 
Telangiectasis. Symptomatology and Treatment, with Report of Two Cases. 
dm. J. M. Se. 1915). The accumulated data of thirty-three years of 
additional experiences by Trupp and Sachs are detailed in 28 cases, 7 of 
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which occurred in the spinal cord; the other 21 occurred in the cerebral 
or cerebellar cortex. The hemiangioblastomas, true neoplasms, are not in- 
cluded in this series. Most vascular tumors are not arteriovenous neoplasms 
but remnants of fetal tissue displaced or disordered in development. There 
are imperceptible gradations ranging from telangiectases to venous and 
arterial angiomata in which one type or mixtures of the other types pre- 
dominate, which makes it impossible to diagnose them precisely as angioma 
venosum or angioma arteriale, as suggested by Cushing and Bailey. From 
practical considerations from a clinical point of view, whether of treatment 
or prognosis, it is entirely adequate to call these lesions either telangiectases 
or angiomata. Their diagnosis prior to operation is often difficult to make. 
Occasionally the diagnosis may be made from the roentgenogram, in which 
some of the larger vessels are calcified, but quite often, in addition to the 
larger vessels seen in roentgenograms, there may be a mass of capillary 
vessels not depicted in the film. When a patient with a large skin telangiecta- 
sis develops a paraplegia, with a level corresponding to the site of the lesion, 
the diagnosis is obvious. In the cranial cases, history of prolonged jackson- 
ian convulsions. without pressure symptoms and without history of trauma, 
should make one suspect such a lesion. Hf, in addition, there are lesions in 
the skin, this becomes more likely. If there is a vascular abnormality of 
the retina, an intracranial blood vessel lesion is often probable. In 1930, 
Sachs pointed out that, since in certain cases of polycythemia choked disks 
had occurred, the possibility that a tumor might be present should be con- 
sidered in every instance, and the removal of a cerebellar angioma resulted 
in a normal blood picture. Whether eve ground changes that are in- 
distinguishable from choked disks may occur in polycythemia and yet not 
he associated with tumor is still an unsettled question, Vascular tumors of 
the spinal cord presented the picture of a foeal spinal lesion which might 
he produced by any tumor. Very often the vessels are so thin that ligation 
as a method of treatment is often very precarious. because the sutures tear 
through. Silver clips were found to be useless because they are too small 
to encompass many of the larger vessels. In 1929, Sachs described a new 
method of applying electrocoagulation in the treatment of these vascular 
tumors: by using a very low coagulating current and stroking along the 
vessel wall it is possible gradually to shrink the very largest vessels and 
then, finally, to obliterate them. The procedure must be carried out slowly, 
a very low current must be used, and the vessel must be stroked backward 
and then forward but never grasped. This latter precaution is essential, for 
if a vessel is grasped and coagulated the tissue will stick to the forceps and 
this, when removed, may tear the vessel. Success with this method since 
1929 has prompted the use of electrocoagulation on these tumors whenever 
possible. Using electrocoagulation as described is not dangerous pro- 
cedure. Excision of the entire lesion, as Pilcher describes in 3 cases, would 
not have been applicable to most of the lesions recorded in this paper since 
such a radical procedure would definitely compromise essential blood 
supply to vital neural tissue. Only in rare instances has it been ineffective 
to use electrocoagulation, but in those cases in which the vessels were so 
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friable, no other form of surgical treatment would have been applicable 
and in some of these cases operation was followed with deep roentgeno- 
therapy as in the routine procedure after excision of hemangioblastomas. 
In 1 case it was thought that an excessive amount of roentgen rays might 
have been a factor in the patient’s ultimate death, eleven years after she 
was first seen. The skull showed marked necrosis and might have been the 
late result of prolonged roentgenotherapy. 9 references. 5 figures.—Au- 
thor’s abstract. 
References to Current Articles 
Syringomyelia Temporarily Relieved After Scalenotomy. John M. Potter. 
Lancet 2:98-99, July 17, 1948. 


7. Skull 


References to Current Articles 


Chronic Extradural Hematoma. Report of a Case. Axel K. Olsen and John 
R. Watson, Guthrie Clinie and Robert Packer Hospital, Sayre, 
Pa. Guthrie Clin. Bull. 18:14-16, July 1948. Removal of the clot fifty- 


three days after head injury resulted in complete recovery. 


8. Brain 


Intracranial Hydatid Disease. Report of a Case. D. Miller and 
J. Fleming, Sydney, Australia. Australian & New Zealand J. Surg. 17:291- 
96, April 1948. 

A 4 year old male was infected by contact with sheep dogs. The early 
symptoms resembled those of idiopathic epilepsy. Severe headaches were 
present at 7 years of age with strabismus, hemiparesis of both limbs and 
tongue, and reduced vision at 8 years of age. The Casoni test was negative, 
yet a calcified cyst. seemingly of echinococcic origin, was discovered in 
the left frontal region. The ectoeyst was fused to the dura and the cavity 
contained daughter cysts. Drainage and cleaning up of the cavity brought 
full recovery with restoration of the motor functions on the right side. Three 
_ weeks later a relapse occurred, due to a fresh cyst. Ventriculography show- 
ed compression of both hemispheres and displacement as well as dilation 
of the ventricles. Removal of both cysts disclosed brain atrophy. Penicillin 
therapy was useless. Autopsy was negative for cysts but showed basal menin- 
gitis to have been the cause of ventricular obstruction. 4 references. 5 fig- 
ures, 

References to Current Articles 
Metastatic Brain Tumors. Kenneth E. Livingston, Gilbert Horrax and Er- 
nest Sachs, Jr., Lahey Clinic, Boston, Mass. S. Clin. North America 

28:805-10, June 1948. 

Prefrontal Lobotomy. General Impressions Based on Results in 470 Patients 

Subjected to This Procedure. James L. Poppen, John B. Dynes and 


28:811-16. June 1948. 


Preston S. Weadon, Lahey Clinic, Boston, Mass. S. Clin. North America 
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Reversal of Circulation of the Brain. Partial Reversal in Four Humans 
Treated for Paralysis and Mental Conditions. George H. Sciaroni, St. 
Agnes Hospital, Fresno, Calif. Am. J. Surg. 76:150-64, August 1948. 

Pathologic Non-Neoplastic Intracranial Calcification. John D. Camp, Mayo 
Clinic, Rochester, Minn. J. A. M. A. 137:1023-31, July 17, 1948. 

Treatment of Thoracogenic Brain Abscess. J. B. Pennypacker, University 
of Oxford, Oxford and T. Holmes Sellors, Middlesex Hospital, 
Middlesex, England. Lancet 2:90-95, July 17, 1948. 

Transorbital Leucotomy. Walter Freeman, George Washington University 
School of Medicine, Washington. D, C. Lancet 2:371-73, Sept. 4, 1948. 


9. Spine and Spinal Cord 


Management of the Paralyzed Bladder. George O. Baumrucker, V eter- 
ans Administration Hospital, Hines, Ill, Arch. Surg. 56:484-507. April 1948. 

The etiology was divided as follows: 20 cases due to machine gun 
bullets through the spine; 20 due to spinal cord injuries due to compression 
and dislocation fractures; 2 due to diving into shallow pools with fracture 
of the cervieal vertebra; 1 due to an infectious myelitis with no history 
of trauma. The lesions varied from C-6 down to lumbar 4. The paralyzed 
bladder is one in which the motor impulses to the bladder and sensory 
impulses from the bladder are cut off from central control. The bladder 
ultimately becomes automatic to some degree, when it acts as a_re- 
flex mechanism emptying by way of a simple reflex are. The impulse from 
the filled bladder is transmitted through the sympathetic ganglion to the 
smooth muscles of the bladder which causes a contraction without the pa- 
tient’s volition or control. 

Correct and incorrect suprapubic catheter placement was discussed in 
which it was showed that the suprapubic tube placed too low against the 
symphysis and touching the trigone of the bladder may cause bladder spasms 
fibrosis of the bladder neck and bony complications of the symphysis. The 
system of bladder irrigation that was used was a manually controlled closed 
system modified type of drainage. A new two-way clamp was used which 
simplified bladder irrigations. This has proved of value for the purpose 
of keeping the bladder dilated, elastic and clean, so that when the automatic 
cycle was established, the bladder was not a resultant small. contracted, in- 
fected organ. This was the case following World War I when only simple 
suprapubic open drainage was used: also a large. dilated. flaceid bladder 
would result when only overflow incontinence with no catheter was allowed. 
Both of these types of bladders would then have lost their ability to con- 
tract forever. Almost all the bladders were brought to an automatic cycle 
by the regimen described; exceptions being the quadriplegies. 

Inability to urinate jn these patients was due to a flaccid bladder, 
weak abdominal muscles, spastic sphineter or mechanical bladder neck ob- 
struction. The latter two conditions were corrected with transurethral re- 
section of fibrotic bladder necks and often by a partial weakening of the 
spastic external urethral sphincter. A simple, 120 mm. gage (cystometer) 
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was used to detect signs of increasing bladder tone; pressures above 35 mm. 
often indicated the beginning of an automatic bladder. Urinary calculi 
were found to be a common complication (over 40 per cent in this series) 
because of lack of physical activity, stasis of urine, infection and poor 
drainage. It was found that there were no recurrence of calculi following 
the removal of the existing stones, as long as ambulation was promoted to- 
gether with high fluid intake, high protein and high vitamin diet, (acid ash 
diet as such was not used). There were 2 recurrences of bladder and kidney 
stones in patients who were reconfined to their beds because of extensive 
plastic graft operations for large decubitus ulcers. Decubitus ulcer, as a 
complication, was a very important factor in protein loss and poor nourish- 
ment of these patients. This was often corrected by immediate full thickness 
flap graft operations. Anterior rhizotomy on the spastic paraplegics pro- 
moted ambulation. Complications of epididymitis and periurethral abscess 
from continual urethral catheterization was brought to a low incidence 
when small F16 Foley catheters were used for drainage rather than larger 
straight catheters. Suby’s “G” solution has a role in preventing encrustations 
on catheters in those cases where this tendency was present. Other- 
wise normal saline was used as an irrigation medium. 15 references. 11 
figures.—Author’s abstract. 
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and the Symptomatology of the Intervertebral Dise Protrusions in the 
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of the Nervous System, London. Ann. Roy. Coll. Surgeons 2:273-84, 
June 1948. 

A Case of Intramedullary Abscess. Recovery after Operation. N. O. Ameli, 
Queen Elizabeth Hospital, Birmingham, England. Brit. M. J. 4567: 
138, July 17, 1948. 

End Results Following the Capsular Operation for Parkinsonism. Jeffer- 
son Browder, Long Island College of Medicine, Brooklyn Hospital and 
Kings County Hospital, New York, N. Y. S. Clin. North America 28: 
390-95, April 1948. 

Vertebral Osteotomy. Technique, Indications and Results. J. J. Herbert, 
Rheumatism Center, Aix-les-Bains, France. J. Bone & Joint Surg. 30-A: 
680-89, July 1948. 

Experimental Intervertebral-Dise Lesions. J. Albert Key and Lee T. Ford, 
Washington University School of Medicine, St. Louis, Mo. J. Bone & 
Joint Surg. 30-A:621-30, July 1948. 

Internal Fixation for Lumbosacral Fusion. Don King, Stanford University 
Medical School, San Francisco, Calif. J. Bone & Joint Surg. 30-A: 
560-65, July 1948. 
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10. Peripheral Nerves 


Peripheral Nerve Surgery. Repair of Nerve Defects. Everett G. Grant- 
ham, Claude Pollard, Jr. and John A. Brabson, Louisville, Ky. and Char- 
lotte, N. C. Ann. Surg. 127:696-705, April 1948. 

The purpose of this paper is the presentation of accurate information 
regarding specific defects, in all major peripheral nerves, which can be 
overcome. Nerve defect refers to the final defect measured, with the extrem- 
ity extended, between the proximal and distal stumps following preparation 
for suture by excision of neuroma from the central end and pseudoneuroma 
from the distal segment. The information on the defects encountered in 625 
peripheral nerve sutures performed between April 1943 and July 1945, was 
collected from the neurosurgical centers at Tilton General Hospital and 
Thomas M. England General Hospital. 

The following 3 means are employed in overcoming nerve defects: 
mobilization of the proximal and distal ends of the trunk; positioning of 
the joints of the extremities (ordinarily by flexion); and transposition of 
the nerve to a new anatomic location. The first two methods, which are 
most commonly used to provide the length needed to bridge a gap, must 
be employed in their proper relation to each other. A realization of this 
fact is a basic step toward the selection of a satisfactory procedure. 
Generally, mobilization may be considered sufficient when the involv- 
ed joint is positioned to about 50 per cent of its normal range of motion 
and the suture can be accomplished without tension. The only acceptable 
positive sign of a successful nerve suture is the definite return of motor 
power. Ordinarily the incision used in repair of the radial nerve is a pos- 
terior one extending from the quadrilateral space laterally around the arm 
on to the anterior surface between the brachioradialis muscle and biceps 
brachii tendon to the elbow (various portions of incision may be used for 
small defects). If the nerve is obviously damaged in or above the axilla, 
an anterior incision is used which extends from infraclavicular fossa to the 
upper third of the arm along the course of the neurovascular bundle. If 
the nerve damage is in the region of the head or neck of the humerus, both 
exposures may be required, Repair is seldom possible for injuries to the 
dorsal interosseous nerve because almost invariably there is destruction of 
more than 2 em. of the nerve substance if there is an associated fracture 
of the neck and head of the radius. A defect obviously exceeding 2 em. 
(in this locality) requires tendon transfers in attempting to overcome dis- 
ability due to the paralysis. With combined anterior and posterior incisions 
the theoretic maximum defect which can be repaired measures 8 to 10 em, 
(This maximum defect, overcome by mobilizing the nerve throughout an 
incision extending the full length of the extremity, with maximum position- 
ing of the joints, is presented for each nerve discussed. In the majority of 
such cases, function will not be recovered. ) 

For repair of the median nerve, incision extends from the apex of the 
axilla along the course of the neurovascular bundle on the medial aspect 
of the arm to the antecubital fossa, thence distally through the middle of 
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the volar surface of the forearm to the wrist. However, the average repair 
requires incision only from the axilla to the elbow. A wrist or adjacent 
lesion necessitates division of the transverse carpal ligament and mobiliza- 
tion of the distal stump carried distally into the thenar region, while lesions 
of the upper forearm require transposition of the median nerve superficial 
to the pronator teres, a procedure which will provide 5 to 6 em. 
of additional length. Subcutaneous transposition following complete dis- 
section of the median nerve from axilla to wrist will provide length suf- 
ficient to overcome a defect of 16 to 17 cm. (implies that complete position- 
ing by flexing the elbow and wrist is also emploved ), whereas without trans- 
position, such incision will allow less than 5 em. of mobilization. In ulnar 
nerve repair the incision starts at the axilla and follows the course of the 
neurovascular bundle to the upper forearm. passing anterior to the medial 
epicondyle of the humerus. If the ulnar nerve is to be transposed to a posi- 
tion anterior to the elbow joint, the incision at the elbow should be approxi- 
mately 11 to 2 cm. anterior to the medial epicondyle and extend distally 
to the junction of the middle and upper thirds of the forearm. The forearm 
incision extends along the upper thirds of the forearm. The forearm. in- 
cision extends along the ulnar side of the volar surface to the wrist along 
the lateral border of the flexor carpi ulnaris muscle and terminates a little 
to the radial side of the pisiform bone (transposition anterior to the elbow 
joint required for an arm defect exceeding 2 cm. and for a forearm defect 
exceeding 4.cm). In transposition the ulnar nerve must never be placed be- 
neath the detached flexor group of muscles but rather in a subcutaneous 
position external to the flexor group of muscles. Transposition must begin 
in about the midforearm in order that the nerve will pass through a hiatus 
in the deep fascia and gradually assume an anterior position over the flexor 
muscles. The maximum defect which can be repaired is one of 16 cm. 
The musculocutaneous nerve, seldom injured, requires an incision ex- 
tending from the axilla to the mid-arm, along the course of the neurovascu- 
lar bundle, a 4 to 5 em. defect then being overcome by flexion of the elbow 
and marked adduction of the arm. An axillary nerve defect of about 2 em. 
can be bridged. Repair of the sciatic nerve necessitates an incision from 
the gluteal fold to the middle of the popliteal space, along the middle pos- 
terior surface of the thigh. A lesion above the gluteal fold requires the 
Stookey operation. Repair is doubtful when the lesion is more than 1 em. 
within the sciatic notch, and in any lesion within the sciatic notch, suture 
of only about two-thirds of the dorsal circumference of the nerve is possible. 
With the lesion at the notch or under the buttock, the necessary 2 or 3 cm. 
additional length requires the sacrifice of one or more of the distal motor 
branches (usually the branches to the long head of the biceps femoris mus- 
cle). The use of a spica cast with the hip in the hyperextended position 
the maximum sciatic nerve defect which can be repaired measures 11 em. 
affords 1 or 2 extra cm. of length. Repair of the common peroneal nerve 
requires the incision used for the sciatic nerve except for a lateral exten- 
sion in the popliteal space. parallel to the biceps femoris tendon, with the 
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incision coursing diagonally across the upper leg at the level of the neck 

of the fibula anterior to the interval between the tibia and fibula. 

For repair of the tibial nerve in the lower thigh or in the popliteal 
space, the incision is the same as that for sciatic nerve repair, although not 
as great a defect can be overcome, because extensive separation of the tibial 
from the common peroneal component should be avoided if possible. A 
tibial nerve repair in the leg requires an incision which beginning at the 
ankle midway between the medial malleolus and the Achilles’ tendon, ex- 
tends proximally to the midline of the leg over the belly of the calf muscles, 
in a gradual curve, and continues back to the midline of the popliteal space. 
An 11 or 12 em. defect can be made up by adequate exposure obtained by 
a very extensive dissection involving detachment of the soleus and gastroe- 
nemius muscles from the posterior surface of the tibia up to the popliteal 
space and by lateral retraction of the entire muscle mass. With lesions of 
the medial and lateral plantar nerves below or near the internal malleolus, 
repair of only 1 or 2 cm, defects is possible. 3 references. 6 tables. 3 fig- 
ures, 
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Sciatica, with Particular Reference to Its Cause and Treatment. Lambert 
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mors and intervertebral disk lesions; 35 cases have been operated on. 
22 references. 

Nerve Anastomosis in the Treatment of Facial Paralysis. H. C. Trumble. 
Melbourne, Australia. Australian & New Zealand J. Surg. 17:277-99, 
April 1948. 

Observations on Injuries of the Radial Nerve due to Gunshot Wounds and 
Other Causes. S. Sunderland, University of Melbourne, Australia. Aus- 
tralian & New Zealand J. Surg. 17:253-90, April 1948. 

Post-Traumatic Ossifieation of the Peripheral Nerves. Histogenetic Study 
of Heterotopic Osseous Neoformations (Ossificazioni post-traumatiche 
dei nervi periferict. Studio sullistogenesi delle neoformazione ossee 
eterotopiche). Leonardo Gui, V. Putti Institute, Bologna, Italy. Chir. 
d. org. di movimento 32:241-70. Fasc. 4. 1948. 


11. Sympathetic Nervous System 


Effect of Sympathectomy on Blood Flow in the Human Limb. /rwin 
D. Stein, Kark Harpuder and Jacob Byer, Montefiore Hospital, New York, 
V. ¥. Am. J. Physiol. 152:499-504, March 1948. 

In these studies blood flow was measured by the venous occlusion 
method: in 11 of the 12 patients studied there was vascular disease of the 
lower limbs of varying degrees and etiology: in 1 patient the Smithwick 
operation was done for hypertension. In 5 of these patients the increase in 
blood flow was measured in the foot at varying periods after sym- 
pathectomy. In 1 of these patients with thromboangiitis obliterans, the re- 
corded rise in blood flow six days and again three weeks after -ympathec- 
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tomy was only 10 per cent, which is within the limits of error; in this case 
there was a gangrenous ulcer with an inflammatory reaction in the sur- 
rounding tissue on the little toe of the test foot, so that vasodilatation was 
almost complete before operation. In another patient with thromboangiitis 
obliterans, the blood flow in the test foot increased 85 per cent as compared 
with the preoperative level on the eighth postoperative day. In a third patient 
with thromboangiitis obliterans, the blood flow in the sympathectomized 
foot was 95 per cent greater than in the other foot six months after opera- 
tion. In a patient with a history of cold injury and amputation of several 
toes for gangrene, the blood flow in the foot was increased 115 per cent 
ten days after sympathectomy. In the patient with essential hypertension the 
increase in blood flow in the foot was only 45 per cent two weeks after 
the first stage of the Smithwick operation, although the peripheral blood 
vessels were clinically normal. 

In determining the blood flow in the calf after sympathectomy (or 
the Smithwick operation in the case of hypertension), it was found there 
was little or no increase after this operation in most cases. The highest in- 
crease was 40 per cent in a patient with arteriosclerosis fourteen days after 
operation; the patient with a history of cold injury, who showed a 115 per 
cent increase in the blood flow in the foot, showed only 30 per cent in- 
crease in the blood flow in the calf after sympathectomy. The studies show 
that sympathectomy definitely increases the blood tlow in areas where skin 
circulation predominates, such as the foot, but has little effect on blood 


flow, in predominantly muscular areas, such as the <alf. For increasing 
blood flow in muscular areas, the effective measures are exercise, direct 
tissue heating and arterial occlusion and release. The use of sympathectomy 
for its effect on the skin or on lesions of the hand or foot is, therefore. 
justified; this includes such conditions as severe hyperhydrosis, marmoriza- 
tion of the skin, Raynaud’s phenomena and the causalgic state. 15 references 
2 tables. 


Surgical Treatment of Essential Hypertension. L. Efskind, Oslo. Nor- 
way. Acta chir. Scandinav. 96:393-402, No. 5, 1948. 

The modified Smithwick operation was performed in 41 cases of hy- 
pertension without arteriosclerosis and with normal kidney function. The 
n. splanchnicus was resected by infradiaphragm approach and the portion 
of the sympathicus between the 9 Th and 2 L ganglions was removed. Each 
side was operated on separately, at an interval of three to four weeks. In 
some cases decapsulation was done, in view of a thickened and tightened 
capsule (which, on the basis of animal experiments, was believed to cause 
hypertension). In 30 patients biopsy showed impairment of kidney tissues 
but only in 2 the damage was irreversible. A follow-up of one to five years 
showed 8 recoveries (normal blood pressure) and 23 improvements (a drop 
of 50 to 110 mm. Hg). In 10 cases there was no change. Subjective symp- 
toms disappeared in 80 per cent of cases. There were no postoperative 
complications. 13 references. 
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Jr.. New York Post-Graduate Medical School, New York, N. Y. S. 
Clin. North America 28:290-93, April 1948. 

Sympathetic Denervation of the Extremities. Operative Technique Morbid- 
ity and Mortality. Harris B. Shumaker, Jr., Indianapolis, Ind. Surgery 
24:304-25, August 1948. 

The Early Effect of Lumbodorsal Sympathectomy upon the Response to 
Insulin in Man. F. A. Simeone, Harvard Medical School and H. Vavou- 
des, Boston, Mass. Surgery 24:326-41, August 1948. 


12. Head and Neck 


Tumors of Salivary-Gland Origin. Grantley W. Taylor, Harvard Medi- 
cal School and Gerald G. Garcelon, Massachusetts General Hospital. Boston, 
Vass. New England J. Med. 238:766-68, May 27, 1948. 

This report summarizes the experience with tumors of salivary-gland 
origin observed at the Massachusetts General Hospital from 1930 to 1941, 
inclusive, and at the Pondville State Cancer Hospital from 1927 to 1941, 
inclusive. Included in the study were 115 cases of mixed tumors of the 
parotid gland, 16 cases of mixed tumors of the submaxillary gland and 
12 cases of mixed tumors occurring in abnormal locations principally in 
the cheek, palate and lips. There were also 61 carcinomas of the parotid 
gland, 12 carcinomas of the submaxillary gland and 2 carcinomas of sali- 
vary gland origin occurring in abnormal locations. It was found that the 
differentiation between mixed tumor and carcinoma on the basis of history 
and physical findings alone was difficult and often impossible. Characteris- 
tics of the presenting tumor such as length of duration, consistency, mobility 
and age at onset were found to be helpful in establishing the diagnosis but 
by no means conclusive. In this series the finding of primary facial nerve 
palsy, cervical lymph node enlargement and remote metastases was fairly 
conclusive evidence of carcinoma. In many cases exploration had to be re- 
sorted to in order to establish the diagnosis. At the time of operation the 
discovery of lack of the limits of the tumor, the persistence of fixation as 
the operation progresses and the apparent implication of the branches of 
the facial nerve in the tumor itself all argue for the probably diagnosis of 
cancer. In cases of doubt, it is necessary to resort to immediate pathologic 
examination. 


In analyzing the methods of treatment of mixed tumors of the parotid 
gland it was found that the best results were obtained when an operation 
similar to that described by Olson and Ott was employed. In 15 primary 
cases of mixed tumors of the parotid gland treated in this manner there 
were no recurrences or facial palsies. On the other hand when simple ex- 
cision or enucleation was employed there were 5 recurrences among 
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61 cases. The successful treatment of recurrent mixed tumors of the parotid 
gland was found to be more difficult, even when the more radical type 
of operation was employed as evidenced by the fact that there were 3 re- 
currences and | facial nerve palsy in 10 cases so treated. Contrary to Me- 
Farland’s contention, the highest incidence of recurrence in this series was 
associated with the largest primary tumors. There were 40 primary cases 
of carcinoma of the parotid gland among the 61 cases in this series. Radical 
removal of the parotid tumor, with or without supplementary radiation, 
was employed in 33 cases in which 5 patients were cured, 7 were untraced 
and the remainder were failures. Radical neck dissection was added to 
removal of the primary tumor in 7 additional cases but there were no cures 
in this group. There were no cures obtained in 17 primary cases treated 
with radiation alone. Analysis of the cases in this series indicates that the 
causes of failure in treatment are the advanced stage of the disease when 
patients are first seen and recurrences in the operative field. Ten patients 
with carcinoma of the submaxillary gland were treated by surgery with or 
without supplementary radiation, without a single cure. Here again the chief 
cause of failure was the inability to control the primary disease. The authors 
feel that better results in the treatment of carcinoma of the salivary glands 
can be obtained by the establishment of the diagnosis in early cases and 
by employing early wide resection of the gland. 3 references. 2 tables. 
—Gerald G. Garcelon. 


Carotid Body Tumors. William 8. MacComb, Memorial Hospital, New 
York, N. Y. Ann. Surg. 127:269-77, February 1948. 

At the Memorial Hospital 10 cases of carotid body tumor have been 
seen in a series of approximately 1,200 cases in the Head and Neck De- 
partment of the Hospital. Correct clinical diagnosis of carotid body tumor 
was made in 4 of these cases, in 3 of which it was confirmed by aspiration 
biopsy. Operation for removal of the tumor was done in all these 10 cases: 
it was possible to remove the tumor without injury to the carotid arteries 
in only 3 cases; in 7 cases these arteries were included in the resection of 
the tumor. There were 4 postoperative deaths, all in cases in which resection 
of the arteries had been done; the mortality rate for resection of the carotid 
arteries was therefore 58 per cent; for the entire series 40 per cent. Heparin 
was used in 3 cases of this series after carotid artery resection: there 
were no postoperative complications in 1 of these cases; in the other 
2 cases hemiplegia had developed before heparin was given. Five of the 
patients who survived operation are living and 1 has died of the disease. 
The high mortality from ligation and resection of the common and internal 
carotid arteries in this series was due either to inadequate collateral cere- 
bral circulation or to an ascending thrombosis of the internal carotid artery. 
If it could be definitely ascertained that a carotid body tumor is benign, 
the patient might be kept under observation and operation avoided unless 
the tumor increased in size sufficiently to cause pressure symptoms. 
If operation is to be done for carotid body tumor, the patient should be 
‘hospitalized for observation and preparation for operation. The Matas test 
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should be done to determine collateral cerebral circulation: if necessary 
a partial occlusion might be done before total occlusion of the carotid arter- 
ies and removal of the tumor. Heparin may be given postoperatively to 
prevent ascending thrombosis in the internal carotid artery. 10 references. 


1 table. 


Tumors of the Carotid Body. R. A. Donald and George Crile, Jr., 
Cleveland Clinic, Cleveland, O. Am. J. Surg. 75:435-40, March 1948. 

Tumors of the carotid body, varying in size from 3 to 15 em., are 
always extremely vascular and usually closely adherent to the carotid ves- 
sels and surrounding structures. The mass may present in the tonsillar or 
pharyngeal area and extension may be either vertical or horizontal. The 
benign tumor, ordinarily encapsulated, becomes malignant in 15 to 20 per 
cent of the cases. Distant metastases are extremely rare (occurred in 1 to 
5 cases herein reported). Characteristically, the slowly growing, nontender, 
painless mass appears in the superior anterior cervical triangle beneath the 
border of the sternocleidomastoid muscle and is mobile only laterally. The 
finding of bruit. thrill and expansile pulsations depend on the degree of 
vascularity. Frequently vocal cord paralysis, atrophy of the tongue and 
Horner’s syndrome result from sympathetic, vagal and glossopharyngeal 
nerve damage caused by compression and irritation of local structures. The 
condition must be differentiated from tuberculous lymphadenitis, aneurysm. 
branchial cleft cyst. cystic hygroma, lymphoma, aberrant thyroid tissue and 
abscess and metastatic sarcoma or carcinoma. Treatment is surgical, the 
most satisfactory approach being through a wide incision over the long axis 
of the tumor. The mass is separated from the adherent large vessels by 
careful sharp dissection along the cleavage plane. Local coagulants are 
useful. Since a high mortality (24 to 65 per cent) results from ligation of 
the common carotid artery, this procedure is not to be taken lightly. Compli- 
cations following this procedure include, hemiplegia, aphasia, permanent 
brain damage and damage to the recurrent laryngeal nerve, jugular vein, 
hypoglossal nerve, facial nerve and sympathetic trunks. Perhaps these com- 
plications could be avoided by periodic compression of the artery for seve- 
ral weeks preoperatively, in the hope of stimulating collateral cerebral 
circulation. Irradiation therapy is rarely successful and subsequent surgery 
becomes more difficult than usual. Recovery was uneventful in 4 of the 5 
cases presented. The fifth case proved to have distant generalized bone me- 
tastases. The patient died (no autopsy permitted) twenty-five years after 
the onset of symptoms and following his third operation, the first being 
for removal of the cervical mass, the next fourteen years later for a vascu- 
lar tumor in the thoracic spine and the last for a vascular tumor occurring 
at the same point in the thoracic spine. 19 references. 2 figures. 
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Carcinoma of the Lip. A Review of 563 Case Records of Carcinoma 
of the Lip at the Pondville Hospital. James E. Cross, Eugene Guralnick 
and Ernest M. Daland, Boston, Mass. Surg., Gynec. & Obst. 87:153-62, Aug- 
ust 1948. 

The records of 563 patients with carcinoma of the lip seen over a 
fifteen year period were analyzed. Ages of, the patients ranged from 25 to 
91 years, the mean age being 62 years. Ninety-eight per cent of the patients 
were males. A positive serologic test for syphilis was present in 7 per cent. 
The lower lip was involved in 497 cases, the upper lip in 19 and the labial 
commissures in 47, The median duration of disease at the time of first visit 
was six months. The size of lesions ranged from 2 mm. to 12 em., 77 per 
cent being 2 em. or less in greatest diameter. The use of tobacco and the 
presence of poor oral hygiene were associated in a high percentage of cases. 
A definite history of trauma, either single or repeated, was obtained in 62 
cases. Leukoplakia or keratosis was associated in 15 per cent of cases and 
12 per cent had other, unrelated malignancies. Both radiation and surgery 
were employed in treatment. Although no attempt is made to prove the 
relative advantage of one method of treatment over another, surgery is con- 
sidered the preferred method by authors. Suitable cases are treated by a 
simple V excision under local anesthesia. Larger lesions require a more ex- 
tensive quadrilateral excision with plastic reconstruction of the lip. Several 
of the earlier patients underwent excision of the lip lesion and dissection 
of the cervical lymph nodes at one operation but it is now preferred to 
delay neck dissection until the primary lesion has been completely controll- 
ed. The short period of delay enables better evaluation of the status of the 
lymph nodes by allowing inflammatory nodes to become quiescent after 
the eradication of sepsis within the month and incident to the tumor itself, 
Routine prophylactic neck dissection is not considered necessary. Patients 
with no clinically demonstrable metastases are followed closely by careful 
examination at three or four week intervals for the first six months and at 
six week intervals for the balance of the first year. Intervals are gradually 
prolonged until the end of the fifth year, after which visits are made an- 
nually. When neck dissection is carried out the supraomohyoid technic is 
in most instances the procedure of choice since carcinoma of the lip me- 
tastasizes primarily to the upper cervical lymph nodes. In cases with more 
extensive metastases involving the jugular chain of nodes a more radical 
dissection is done, with removal of the sternocleidomastoid muscle and in- 
ternal jugular vein down to the level of the clavicle. 

The end result analysis is based on data recorded for 491 patients, 
72 cases having been excluded as unsuitable for study. All but 6 cases have 
had complete follow-up for a period of at least five years. These 6 are in- 
cluded in the series and are counted as treatment failures. The 491 cases 
were classified as primary (those who received all of their treatment at 
Pondville Hospital) or secondary (those who received part of their treat- 
ment elsewhere). They were further classified according to the type of 
therapy given: group I, those treated by surgery only; group II, those treat- 
ed by radiation only; group III, those treated by a combination of the two 
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methods. The total cure rate for all proved cases is 67 per cent three-year 
cures and 64 per cent five-year cures. Of the primary cases there were 81 
per cent three-year cures, 79 per cent five-year cures. Smaller lesions are 
more readily curable than larger lesions, all those 1 cm. or less in diameter 
responding favorably to either surgery or radiation. In the secondary cases 
there were 36 per cent three-year cures, 35 per cent five-year cures. Inasmuch 
as the slight percentage difference between three and five year cures is ac- 
counted for by normal loss through intercurrent disease in the age group 
concerned, it is felt that statistically the three-year cure rate is an adequate 
measure of success in treatment of carcinoma of the lip. Lesions of the 
commissures attained three year cures in only 36 per cent. Curability is 
directly related to the pathologic grade of the tumor as well as the presence 
or absence of metastases. Thirty-six per cent of patients who underwent neck 
dissection, with pathologically proved cervical node metastases. attained 
three vear cures. 8 references. 14 tables.—Author’s abstract. 


References to Current Articles 


Case of Sarcoma of the Larynx. E. Broughton-Barnes, E. 5. Duthie and B. 
Jolles, General Hospital, Northampton, England. Brit. M. J. 4564:1237 
June 26. 1948. 


13. Oral Surgery 


Ankylosis of the Temporo-Mandibular Joint. Claire L. Straith and 
John R. Lewis, Jr., Straith Clinic for Oral and Plastic Surgery, Detroit, 
Mich, Plast. & Reconstruct. Surg. 3:464-77. July 1948. 

The most common causes of ankylosis of the jaw are trauma to the 
chin transmitted to the temperomandibular joints and infection in’ and 
around the joints. The pathologie types are: (1) intra-articular; (2) extra- 
articular; (3) combined. Ankylosis may be fibrous or bony and partial or 
complete. The uninvolved joint usually remains normal. The symptoms de- 
pend on its duration, the degree of involvement and whether unilateral or 
bilateral. The typical ease has inability to open the mouth, difficulty in 
eating and talking. Deformity of the mandible usually occurs if the onset 
is before 15 years of age and the degree is in indirect proportion to the 
age of onset. In unilateral ankylosis there is rounding of the affected cheek 
and backward and lateral displacement of the chin. On attempted motion 
the chin deviates to the affected side. In bilateral ankylosis there is under- 
development of the lower one-third of the face resulting in a receding chin 
and micrognathia. The teeth are crooked and carious. Diagnosis is made 
by the examination and by history of trauma or infection followed by pro- 
gressive inability to open the mouth. Roentgenograms aid in determining the 
presence and degree of bony deformity. Conservative treatment is usually 
followed by a recurrence of symptoms and, in our opinion, allows an in- 
crease in the growth deformity. The surgical treatment, first used by Es- 
marche in 1851, was popularized by Blair and Murphy. who perfected the 
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surgical technic. Local anesthesia is preferable. However. intratracheal anes- 
thesia is especially satisfactory when practicable. 

The types of surgical procedures are classified as: (1) arthrolysis; 
(2) arthroplasty, both of which are usually unsatisfactory; (3) osteoar- 
throtomy; (4) osteotomy, both of which prove satisfactory in a high per- 
centage of cases. Osteotomy may be performed at a low level on the ramus 
(Risdon’s technic) or, as we prefer, just below the temperomandibular 
joint. The space left by the ostectomy has been filled by a variety of mater- 
ials. We feel that oxycel may prove best of all. The after care concerns 
itself with: (a) care of the false joint; (b) care of the teeth; (c¢) correction 
of facial deformities. A full diet is started on the third postoperative day 
and gum chewing is encouraged. Massage of the jaw muscles is begun after 
two weeks. Dental work is begun as soon as is practicable. Most cosmetic 
procedures concern the underdeveloped chin. The simplest and most satis- 
factory method of correction is the insertion of preserved human rib cartil- 
age to build up the chin. Asymmetry as well as micrognathia can largely 
he corrected by this means. Sixteen operated cases are reviewed as to sex, 
etiology, age of onset, duration of symptoms, side involved, degree of an- 
kylosis, type of operation, anesthetic and secondary cosmetic operations. 
Photographs reveal the jaw dysfunction and deformities as corrected by 
plastic surgery. The cosmetic procedures are considered by the authors to 
be an important part of the psychosurgical management. 18 references. 
1 table. 9 figures.—Author’s abstract. 

(The use of oxycel (a brand of oxidized cellulose) to fill the space 
left by the osteotomy just below the temperomandibular joint will probably 
prove of considerable value in the light of experimental observations re- 
ported by Frantz and coworkers, in that this material tends to delay heal- 
ing of bones. Gelfoam (gelatin sponge) on the other hand would probably 
be undesirable for this use because it appears to stimulate fibroplasia or 
at least offers a framework for the growth of fibroblasts which could lead 


to a fibrous union of the bone fragments, and thus negate the value of 
the osteotomy.—-H. P. J.) 


References to Current Articles 


Congenital Macroglossia. Report of Two Cases. H. Glenn Bell and R. Gor- 
don Millar, University of California Medical School. San Francisco, 
Calif. Surgery 24:125-33, July 1948. 

Treatment of Lip Carcinoma. Donald V. Trueblood, Seattle. Wash. West. 
J. Surg. 56:433-36, August 1948. 


14. Plastic Surgery 


Recovery of Sensation in Split Thickness Skin Grafts. A Study of One 
Hundred and Eighty-Seven Cases. Graham A. Kernwein, Minot, N. D. Arch. 
Surg. 56:459-74, April 1948. 

Investigators universally agree that, under favorable conditions, re- 
covery of sensation in pedicle skin grafts begins at the periphery in the 
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region of the proximal nerve supply and spreads distally. There is a tempo- 
ral dissociation in the appearance of recovery. Pain sensation appears in 
three to six months and usually goes on to completion within a year. Touch 
returns in nine to twelve months and temperature discrimination lags be- 
hind. Adequate recovery of sensation in a pedicle graft usually is followed 
by recovery of sympathetic innervation. Reports in the medical literature 
dealing with recovery of sensation in split thickness skin grafts reveals there 
are two opinions diametrically opposed. Early investigators describe the 
recovery of sensation in split thickness grafts as patehy, incomplete and 
the rate proportional to the thickness. McCarroll, working at a later date, 
finds “complete recovery of sensation in all types of grafts is possible to 
an equal degree unless the cutaneous nerves in the involved area have been 
completely destroyed and have failed to regenerate” and “the rate of return 
is inversely proportional to the thickness of the graft in the three types 
studies (split thickness, full thickness, pedicle)”. 

This report is based on studies of 187 cases in which split thickness 
skin grafts were used to cover various types of defects. Pinprick was af- 
fected with algesimeters of 34, 14 and 4 Gm. in the hopes of establishing 
a quantitive equivalent for various sensory stimuli. Tactile sensation was 
tested with a wisp of cotton. Temperature sensation was tested with a cotton 
pledget moistened in ether. In many instances it was possible to compare 
the findings in a split thickness graft with those in a pedicle graft on the 
same person. Errors due to evaluation of sensory stimuli thus are minimiz- 
ed. These studies reveal that recovery of sensation in split thickness grafts 
is incomplete and patchy. Sensation may be demonstrated in an occasional 
instance as early as the tenth postoperative day but in the majority sensa- 
tion first appears between the seventh and the ninth week postoperatively. 
The ingress of nerves into a split thickness graft is from the underlying 
tissues as well as from the tissue about the periphery. Hence an intact nerve 
supply in the recipient area as well as about the periphery is essential to 
the recovery of sensation. 

Sear tissue effectively blocks the ingress of nerves into split thickness 
skin grafts. Therefore recovery of sensation is not to be expected in a graft 
that is firmly adherent to its underlying base irrespective pf whether it be 
muscle, fascia or bone. 

By the use of an algesimeter which applies 14 Gm. of weight to a 
pinpoint, pain sensation can be elicited long before the light touch sensa- 
tion from a wisp of cotton is appreciated; the probability exists that this is 
due to a comparison of unequivalent stimuli. When pain sensation was elici- 
ted by the use of an algesimeter which applied 4 Gm. of weight to a pinpoint, 
the light touch sensation from a wisp of cotton always was appreciated, 
which suggests that these are approximately equivalent stimuli. 5 references. 
12 figures.—Author’s abstract. 

(These observations should be taken into consideration in making a de- 
cision as to the type of graft which may be best suited to a particular prob- 
lem of skin replacement.—n. P. J.) 
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References to Current Articles 


Plastic Surgery in Facial Cancer. Claire L. Straith, Harper Hospital, De- 
troit, Mich. Plast. & Reconstruct. Surg. 3:262-68, May 1948. Reports 
2 cases with description of plastic repair employed after removal of 
a cancer of the face. 8 figures. 2 plates. 

Establishing a Preserved Cartilage Bank. James Barrett Brown and Me- 
Carthy DeMere, Washington University Medical School, St. Louis, Mo. 
Plastic & Reconstruct. Surg. 3:283-93, May 1948. Describes the or- 
ganization of a homo-cartilage blank, and methods of preparing and 
preserving the cartilage and indications for its use. 7 references. 12 
figures. 

“Vacutome” A New Machine for Obtaining Split Thickness Skin Grafts. 
Donald E. Barker, Philadelphia, Pa. Plast. & Reconstruct. Surg. 3:492- 
501, July 1948. 

Plastic Surgery Routine for Surgical House Staffs. James Barrett Brown, 
L. T. Byars, Frank McDowell and Minot P. Fryer, Barnes and St. 
Louis Childrens Hospitals and Washington University, School of Medi- 
cine, St. Louis, Mo. Plast. & Reconstruct. Surg. 3:385-406, July 1948. 

Primary Repair of Total Avulsion of Skin From Penis and Scrotum. Albert 
D. Davis and Robert E. Berner, San Francisco, Calif. Plast. & Re- 
construct. Surg. 3:417-23, July 1948. 

The “Buried Epidermis” Graft. Ernest Bors and A. Estin Comarr, Birming- 
ham Veterans Administration Hospital, Van Nuys, Calif. Surg., Gynec. 
& Obst. 87:68-70, July 1948. 

Free Skin Grafting. John A. Jenney, New York, N. Y. Am. J. Surg. 76:3-14, 
July 1948. 


15. Thyroid and Parathyroid 


Chronic Thyroiditis. Samuel F. Marshall, William A. Meissner and 
Delbert C. Smith. Boston, Mass. New England J. Med. 238:758-66, May 27, 
1948. 

Chronic thyroiditis, evidenced by degeneration and fibrotic changes 
of the thyroid gland is clinically important because the firmness, adherence 
and increased size of the gland may cause the condition to be mistakenly 
diagnosed as a malignancy. Between 1928 and 1947, 187 cases of chronic 
thyroiditis were found on pathologic examination of surgical specimens 
taken from about 25,000 patients undergoing thyroidectomy (incidence of 
0.75 per cent). The preoperative diagnosis was correct in only 44 cases 
(23.5 per cent). These cases could be divided into three groups which were 
reasonably distinct both clinically and pathologically. The 41 cases in group 
I showed a reaction which appeared to be caused by infection. Although the 
terminal or healed stage of this type has been known as Riedel’s struma, 
all stages of infection of the thyroid might logically be grouped under one 
heading. In group II were 78 glands which were classified as struma lymph- 
omatosa or Hashimoto’s struma. The remaining 68 cases were designated 
as “chronic thyroiditis, nonspecific” and unquestionably this group includ- 
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ed thyroiditis resulting from several causes. There was a similarity in the 
outstanding symptoms presented by all three groups. In 80 per cent the 
initial complaint was enlargement of the neck or goiter. The more chronic 
or advanced cases complained of pressure symptoms while 25 per cent of 
group I complained of neck discomfort. For the entire series the average 
duration of symptoms was two years. The majority of the patients were 
women (average age was 43 years). In all groups the thyroid was charac- 
teristically enlarged and firm with the enlargement usually being bilateral 
and symmetric and with the anatomic outline of the lobes and the sharp 
apex of the upper pole being maintained. In Riedel’s thyroiditis the gland 
is markedly firm, feels woody or stony hard, and suggests immobility be- 
cause of its adherence to the trachea and surrounding structures, whereas 
in struma lymphomatosa the induration is firm but more elastic and resili- 
ent, and adherence is not a feature. Ordinarily, thyroiditis arises in a pre- 
viously normal gland and there is no history of nodular goiter while car- 
cinoma commonly arises on the basis of an adenoma. Occasionally biopsy 
or partial resection of the gland will be necessary to rule out malignancy. 
There is no evidence to indicate that the gland affected by thyroiditis may 
undergo malignant degeneration. 

When treatment is unnecessary, observation at regular intervals is in- 
dicated in order to watch for evidence or tracheal compression and to ex- 
clude the possibility of an overlooked malignancy. Surgical treatment does 
not require radical resection but rather either partial resection or excision 
of the isthmus for relief of tracheal constriction. Radical removal in the 
presence of marked induration and adherence may result in injury to the 
recurrent laryngeal nerves and the parathyroids. Bilateral partial thyroidec- 
tomy, sufficie sntly radical to relieve compression and bring about a cosmet- 
ic improvement, is recommended for Hashimoto’s struma although failure 
to leave large remnants of either lobe may result in the above mentioned 
complications. Adequate exposure of the recurrent nerves will materially 
reduce the chances for injury to them. Many of these patients exhibit hypo- 
thyroidism preoperatively and almost all develop myxedema later irrespec- 
tive of the amount of the thyroid tissue removed. The possible tendency of 
myxedematous patients to develop postoperative edema should be countered 
by preoperative correction of any thyroid deficiency by means of oral desic- 
cated thyroid. Ordinarily, excision of the isthmus is the best procedure for 
patients in group III but a less conservative measure may be required for 
adequate relief of pressure in some cases. 7 references. 4 tables. 7 figures. 

(The paper is well organized and the recommendation of surgery only 
for pressure symptoms or to rule out malignancy is a sound one. That so- 
called “subacute thyroiditis” may progress to Riedel’s struma is a debatable 
subject. Biopsies prior to therapy confirmed the clinical impression in sev- 
eral instances. In none of these has the patient subsequently developed Rie- 
del’s struma.—D. ) 
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Nodular Goiter and Thyroid Cancer. Thomas J. Anglem and Martin 
L. Bradford, Boston University School of Medicine, Boston, Mass. New 
England J. Med. 239:217-20, Aug. 5, 1948. 

In the therapeutic attack on malignant tumors the experience of genera- 
tions has established as virtually axiomatic certain well defined principles. 
The first is the folly of attempting to arrive at a diagnosis by observation 
of the continued growth of tumor until its malignant nature is clear. A 
second is the great utility of the principle of prophylactic removal of lesions 
that, though apparently benign, are known to be at times actually malignant 
or to be capable of malignant degeneration. On the basis of this funda- 
mental attitude, supported by statistical evidence indicating a high incidence 
of cancer in the nontoxic nodular goiter, most surgeons have favored re- 
moval of such growths. The incidence of cancer in nontoxic nodular goiter 
varies from 4.8 to 11.0 per cent. All clinics have showed a higher incidence 
in cases of single adenoma. On the basis of these figures the principle of 
prophylactic thyroidectomy has been advocated for nodular goiter, even 
when symptomless. 

The crux of this problem thus revolves about the attitude that should 
he taken toward the single adenoma and the relatively symptomless multino- 
dular nontoxic goiter. The validity of the principle of prophylactic thyroid- 
ectomy has recently been questioned by Rogers, Asper and Williams who 
support their point of view by data obtained from the study of the records 
of 3.221 cases drawn from three large metropolitan hospitals. They lay 
great emphasis on an alleged discrepancy between the incidence of thyroid 
cancer in surgical specimens and that in clinical and autopsy material and 
in the morbidity mortality associated with thyroidectomy. 

Since nodular goiter is not uncommon, it is highly desirable to arrive 
at some measure of accord regarding the therapy that should be reeommend- 
ed to such patients. With this in mind we have undertaken a review of the 
data on which the two conflicting points of view rest and have made a study 
of the records of 1,377 patients from the Massachusetts Memorial Hospital 
and from our office. Among the 1,377 patients, cancer was encountered in 
46 cases or 3.3 per cent. It is our belief that the alleged discrepancy be- 
tween the incidence of cancer in surgical statistics and that found in clinical 
material does not, in fact, exist. Rogers, Asper and Williams, report an 
incidence of 1.99 per cent of all patients with goiter but the total figure 
on which this calculation is based includes 907 toxie diffuse goiters, 400 
nontoxic diffuse goiters, and 377 toxic nodular goiters, all of which play 
little or no part in this problem. Rogers et al. attach great significance to 
the infrequency with which carcinoma of the thyroid gland is found as the 
cause of death in autopsy studies. A ratio of less than 1:1,000 in 11,000 
autopsies was found at the Massachusetts General Hospital. We believe this 
discrepancy is due to the fact that these patients usually die at home. In 
a study of 1,657 autopsy records from the Massachusetts Memorial Hospi- 
tals, we found confirmation of the low incidence of cancer as a cause of 
death. Thyroid cancer was not found to be the cause of death in a single 
case. 
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The significant fact, however, we believe to be this: in a period shorter 
by two years than that covered by the autopsy survey we found 11 patients 
(from the Massachusetts Memorial Hospitals and from a single private 
office) who are known to be dead of thyroid cancer. Only 1 of these came 
to autopsy. If a similar situation prevails in other medical centers the ae- 
tual incidence of death from thyroid cancer is more than ten times greater 
than autopsy statistics suggest. The mortality and morbidity associated with 
thyroidectomy is put forward by Rogers et al. as an argument against pro- 
phylactic thyroidectomy. They cite a 15.3 per cent incidence of complica- 
tions and 5 fatal cases in a series of 431 patients. In at least 4 of the fatal 
group the operation, could by no stretch of the imagination be called pro- 
phylaciic. The 15.3 per cent incidence of complications cited is not the inci- 
dence of complications that follow thyroidectomy done as a prophylactic 
procedure, but for the entire group, which unquestionably contained many 
complicated surgical problems. It is well known that in the hands of compe- 
tent thyroid surgeons the incidence of mortality and serious complications 
is almost wholly limited to the complicated case. 

In our own series of nontoxic nodular goiters we have excluded all 
cases in which there was a clear-cut complaint of pressure symptoms, all 
patients who had substernal extension or whose goiters were 7 em. in di- 
ameter or larger. The remaining group of 331 cases consisted of 220 single 
adenomas and 111 small or moderate-sized multinodular nontoxic goiters. 
We believe that the term prophylactic thyroidectomy can be applied only 
to this group. There were no deaths. The complications occurring in this 
entire group consisted of: 1 case of deep thrombophlebitis; 2 cases of hypo- 
thyroidism; 2 cases of keloidal sears; and 12 cases of serum in the wound. 

The high incidence of cancer in single thyroid adenomas from our 
own study (9.0 per cent) makes obligatory the removal of all single thyroid 
nodules. The symptomless nontoxic multinodular goiter should be removed 
not only because of the 4.8 per cent incidence of cancer, but because of 
the high incidence of secondary toxicity and substernal extension. The mor- 
tality from operations that can be classed as prophylactic is virtually zero. 
The incidence of complications in operations on this class of patient is in- 
significant, compared with the hazards of leaving the goiter. 11 references. 
3 tables.—Author’s abstract. 

(This is an article written in refutation of the stand by Williams, et al. 
[New England J. Med. 237:569-76, Oct. 16, 1947] against removal of all 
nodular goiters. The argument presented by the authors is quite convincing 
in that 9 per cent of their series of solitary adenomas were malignant. In 
this group of 33 malignancies 24 were not suspected preoperatively. One 
hundred and eighty-seven nontoxic multinodular goiters were removed of 
which 9 proved to be carcinoma. The index of suspicion was not recorded 
in this series. In a separate prophylactic category the authors placed 331 
cases, 220 of which solitary adenomas were removed and in 111 small 
symptomless multinodular goiters were removed. The complications in this 
latter series were minimal but it must be noted that all patients who had 
substernal, retrotracheal or intrathoracic extension and all whose goiters 
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were estimated to be 7 em. in diameter or larger were excluded. It was 
not stated how many cancers were encountered in this prophylactic series 
of 331 cases. Another possible criticism is that partial thyroidectomy is not 
insurance against subsequent cancer developing in the remaining thyroid 
as happened in 7 of Williams’ cases.—®D. ) 


Factors in Prognosis in Cancer of the Thyroid. Principles of Treat- 
ment Based on 210 Cases (Les éléments de pronostic du cancer thyroidien: 
Principes pour le traitement d’aprés 210 observations). Léon Berard, Mar- 
cel Dargent and Paul Guinet, Lyon, France. J. internat. de chir. 8:601-55, 
Mar.-Apr. 1948. 

Of 210 cases of cancer of the thyroid, 26 were treated by surgery 
alone, either subtotal lobectomy or thyroidectomy or extracapsular lobec- 
tomy or thyroidectomy; 33 cases were treated by radiotherapy alone; 96 
cases were treated by a combination of surgery and radiotherapy. In the 
latter group subtotal or more radical thyroidectomy was done in 64 cases 
and a palliative operation only in 32 cases. In the cases of radical opera- 
tion followed by radiotherapy, there were 35.3 per cent three-year survivals, 
23 per cent five-year survivals, and 6.1 per cent ten-year survivals. With 
equally radical surgery alone, there were 26.0 per cent three-year surviv- 
als, no five-year survivals, but 7.6 per cent ten-year survivals. With pallia- 
tive operation followed by radiotherapy there were 15.6 per cent three-year 
survivals and 6.2 per cent five-year survivals. With radiotherapy alone, 
there were 9.9 per cent three-year survivals and 6.6 per cent five-year sur- 
vivals. The prognosis in thyroid cancer depends also upon other factors 
than the treatment employed. The histologic characteristics of the cancer 
are of importance. Thus in orthoplastic cancers showing some of the normal 
thyroid formation, 80.3 per cent of patients survived a year, 37.5 per cent 
five years and 10.7 per cent ten years, following operation alone or a combi- 
nation of surgery and radiotherapy. The best results were obtained in the 
most highly differentiated tumors. In 60 cases of anaplastic cancer, only 
33.3 per cent of patients survived one year, 10 per cent three years and 
3.3 per cent five years, even with the combination of surgery and _ radio- 
therapy. The survival rate was also low in spinocellular cancer (3 cases) 
in various types of sarcoma (12 cases), and 2 cases of hemangio-endothe- 
lioma. Clinical symptoms develop much more rapidly in anaplastic cancer 
than in the orthoplastic groups; induration is much more frequently found 
in the anaplastic growth; the orthoplastic cancers often resemble benign 
goiter clinically. The diagnosis and prognosis of thyroid cancer must always 
be verified by histologic examination. The best method of treatment is radi- 
cal surgery combined wtih radiotherapy; in some cases of highly differenti- 
ated cancer, radical surgery alone may be sufficient; in adolescents, subtotal 
thyroidectomy followed by radiotherapy may be indicated. Palliative opera- 
tion followed by radiotherapy is superior to tracheotomy in severe cases 
demanding immediate relief. 52 references. 3 tables. 2. graphs. 


/ 


34 QUARTERLY REIL IEW OF SURGERY) 


Surgical Aspects of Hyperparathyroidism. Review of Sixty-Three 
Cases. B. Marden Black, Mayo Clinic, Rochester, Minn. Surg., Gynec. & 
Obst. 87:172-82, August 1948. 

The surgical problems associated with hyperparathyroidism, broadly 
considered, resolve themselves into the finding and removal of parathyroid 
tumors or the recognition and subtotal removal of hyperplastic tissue in 
cases of diffuse primary hyperplasia. The surgical difficulties have to do 
chiefly with the minuteness and varied locations of the parathyroid glands. 
the small size of many such tumors and the fact that the tumors may be 
multiple. Sixty-three patients who had proved hyperparathyroidism have 
heen seen at the Mayo Clinic (through 1946). In 4 cases (6.4 per cent) 
the disease was due to diffuse primary hyperplasia. Adenomas were found 
in 59 cases, in 3 of which the adenomas were multiple (5.1 per cent). 
Considering only cases of proved hyperparathyroidism in which the diag- 
nosis was made during life, generalized osteitis fibrosa cystica was present 
in less than 40 per cent, while nephrocaleinosis or urinary lithiasis was 
found in more than 70 per cent of cases. Three patients had no symptoms 
definitely attributable to hyperparathyroidism. In these cases the diagnosis 
was established only because determinations of the content of caleium in 
the blood were carried out. It is thus evident that although renal or osseous 
complications usually are present and serve to suggest the diagnosis, the 
disease may exist and be diagnosed in the complete absence of complica- 
tions. Since the diagnosis can be made with such certainty, it follows that 
cervical exploration never should be advised in an effort to establish the 
diagnosis, and that the surgeon must accept the fact that an adenoma or 
primary hyperplasia: exists in every case and be prepared to prolong the 
dissection until abnormal parathyroid tissue is found. 

The aberrant location of many parathyroid glands is dependent in 
part on the migration of their anlagen during the embryologic period and 
in part on displacement of the adult gland, particularly an enlarged gland. 
caudally by both gravity and negative intrathoracic pressure. The region 
in which a given gland may be found is predictable and this fact constitutes 
the anatomic basis for the surgery of hyperparathyroidism. The superior 
parathyroid gland develops in close association with the lateral anlage of 
the thyroid gland. On the basis of embryologic migration, this parathyroid 
gland should lie between the upper level of the larynx and the lower pole 
of the thyroid gland in the space bounded anteriorly by the deep layer of 
the middle cervical fascia and posteriorly by the prevertebral fascia. The 
gland lies in a plane dorsal to the recurrent laryngeal nerve and the in- 
ferior thyroid artery. The inferior parathyroid gland develops embryo- 
logically in close association with the thymus gland. The anlage originates 
from the pharyngeal wall rostral to that of the superior gland, and migrates 
caudally, along with the thymus, lateral to the developing superior parathy- 
roid and thyroid glands. It may descend into the anterior superior medias- 
tinum with the developing thymus but usually its descent stops near the in- 
ferior pole of the thyroid gland. The inferior gland lies more anteriorly 
than the superior and usually is situated anterior to the recurrent laryngeal 
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nerve and the inferior thyroid artery. Adult parathyroid glands, paticular- 
ly when enlarged, may be displaced caudally by the same forces that cause 
low-lying adenomas of the thyroid gland to become intrathoracic. If the 
gland is situated well posteriorly, the displacement is toward or into the 
posterior superior mediastinum, and if it is situated more anteriorly, it may 
be displaced toward or into the anterior superior mediastinum. Parathy- 
roid glands which develop in the cervical region and are subsequently dis- 
placed into the mediastinum remain attached to the arterial system of the 
thyroid gland, so that the displaced gland may be found by tracing the 
vascular pedicle downward. 

The adenomas in the present series varied in weight from less than 
100 mg. to 101 Gm. Tumors which weigh more than 1 Gm. are recognized 
easily. Those materially smaller not only may be difficult to recognize but 
they may be well hidden within sulci or the thyroid gland or by other cervi- 
cal or mediastinal structures, since small tumors tend to be caught within 
crevices, whereas larger tumors tend to be displaced into regions occupied 
by loose areolar tissue. There is some tendency for smaller tumors to be 
associated with lower values for calcium and larger tumors to accompany 
higher values for calcium. The correlation is more marked in the case of 
smaller tumors than of larger tumors. The variation in size of adenomas 
associated with a given value of calcium in the blood is so great, however. 
that the presence of a second adenoma cannot be postulated, after the identi- 
fication of one adenoma. The aim of operation is the methodical identifica- 
tion of each parathyroid gland. Because of the possibility of malignancy, 
adenomas invariably should be removed completely. In cases of diffuse 
primary hyperplasia, subtotal excision of the hyperplastic tissue should be 
carried out, with the preservation of between 30 and 200 mg. of hyper- 
plastic tissue. Care should be taken to guard the blood supply of the remnant. 
Blind, blunt dissection of the anterior superior mediastinum through the 
cervical incision is to be condemned. The sequence of steps in cervical dis- 
section is of little consequence as long as some systematic plan is followed. 
Exploration of the anterior superior mediastinum should be delayed until 
the cervical incision has healed and until it can be demonstrated that the 
patient has not been cured. The exploration should be carried out through 
a sternum-splitting approach of adequate size to afford exposure. In the 
present series of 57 patients who were cured surgically, 30 did not have 
postoperative tetany, whereas tetany of some degree developed in 27. 38 
references. 7 figures.—Author’s abstract. 

(The author reviews 63 cases of proved hyperparathyroidism in 14 of 
which the disease was due to primary hyperplasia. Adenomas were found 
in 59 cases, in 3 of which the adenomas were multiple. His point is well 
taken that cervical exploration should never be advised in an effort to es- 
tablish the diagnosis since the diagnosis can be made with such certainty 
by calcium and phosphorus determinations. In the face of a positive diag- 
nosis the surgeon must prolong his dissection until the adenoma or adenomas 
or primary hyperplasia is found. He also recommends exploration of the 
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superior mediastinum only after it can be demonstrated that the patient has 
not been cured by the cervical operation. This latter exploration should be 
done through a sternum splitting incision.—kD.) 


The Association of Carcinoma of the Thyroid Gland and Exophthalmie 
Goiter. John de J. Pemberton and B. Marden Black, Mayo Clinic and Mayo 
Foundation, Rochester, Minn. S. Clin. North America 28:935-52, August 
1948. 

The supposed rarity of the association of carcinoma of the thyroid 
gland and exophthalmic goiter has been widely accepted almost from the 
time that microscopic examination of thyroid glands became common prac- 
tice. The observation was largely of academic interest as long as the treat- 
ment of exophthalmic goiter remained surgical. However, during re- 
cent years, since many patients suffering from exophthalmic goiter are being 
treated by nonsurgical methods and since the question of carcinogenesis 
has been raised in connection with the drugs being used ( propylthiouracil, 
radioiodine ), the frequency of the association of the two conditions becomes 
of some practical importance. While large numbers of thyroid glands re- 
moved because of exophthalmie goiter have been examined without carci- 
nomas being found, the microscopic examination of even moderately large 
numbers of thyroid glands removed because of carcinoma has seldom fail- 
ed to reveal a few that showed diffuse parenchymatous hypertrophy or 
hyperplasia in the nonmalignant tissue. In 1.75 per cent of a collected 
series of 1,310 carcinomas of the thyroid gland, the malignant lesion had 
developed in the gland of a patient who had exophthalmic goiter. Reports. 
which would be more pertinent to the present study, of the incidence of 
carcinoma in thyroid glands removed because of exophthalmic goiter are 
virtually nonexistent. This study was undertaken with the primary purpose 
of determining the incidence of the association of the two conditions in our 
material. 

The present series included all patients seen at the Mayo Clinic from 
1908 through 1946 who had both carcinoma of the thyroid gland and ex- 
ophthalmic goiter. In all cases thyroidectomy was carried out and in all 
cases the operation had been advised because of exophthalmic goiter and 
not because of the possibility of a malignant lesion. In all, our files yielded 
data on 22 cases, which fell into two well-defined groups. In one group, 
numbering 15 cases, there was no evidence that the malignant lesion had 
developed in an adenoma, although adenomas were found in 5 of the 15 
cases. In the other group, numbering 7 cases, the carcinoma had clearly 
developed in an adenoma. During the eleven year period, 1936 through 
1946, approximately 3,500 operations for exophthalmic goiter were per- 
formed at the clinic and in 15 cases carcinomas were found in the resected 
tissue, that is, a carcinoma was present in 0.4 per cent of the cases. The 
carcinomas not developing in adenomas exhibited considerable uniformity 
in that the lesions were papillary adenocarcinomas in 14 of the 15 cases. 
The papillary lesions were considered as grade 1 (Broders’ method) in 12 
cases and as grade 2 in 2 cases. In 5 cases the papillary lesions were multiple 
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or at least multicentric. The papillary lesions in this group were all small 
with a mean diameter of 6.71 mm. In 12 of the 14 cases the carcinoma 
had not spread beyond the thyroid gland. In 2 cases spread had occurred: in 
1, the pretracheal muscles were involved by direct spread, and, in the other, 
involvement of the homolateral posterior cervical lymph nodes was found 
at operation. In the remaining case in this group the lesion proved to be 
a diffuse adenocarcinoma, grade 4, which recurred locally within a few 
months of operation and which led to the patient’s death two years after 
operation. In the group of cases in which the carcinoma had developed in 
an adenoma, the lesions in 2 of the 7 cases were papillary adenocarcinomas 
while in the other 5 cases the lesions were malignant adenomas. 

The great preponderance of low-grade, slowly growing carcinomas in 
the series and the fact that in only 1 of the 22 cases had the carcinoma 
produced symptoms suggest that the malignant lesions could well have de- 
veloped before the onset of the exophthalmic goiter in most cases. At least 
this explanation of the preponderance of low-grade lesions seems more ac- 
ceptable than the belief that the hyperplastic or hypertrophic cells give ori- 
gin almost exclusively to papillary malignant lesions. The finding of a 
carcinoma in the thyroid gland of a patient who has received goitrogenic 
drugs or radioiodine does not necessarily imply an etiologic relationship 
between the drug and the malignant lesion. Brief reports of the 22 cases 
in the present series were appended. 20 references. 7 figures.—Author’s 
abstract. 

(This is a timely article emphasizing that the finding of a carcinoma 
in the thyroid gland of a patient who has received goitrogenic drugs or 
radioiodine does not necessarily imply an etiologic relationship between 
the drug and the malignant lesion. Of 3,500 operations for exophthalmic 
goiter, 15 carcinomas were found in the resected tissue. In 1,310 carcinomas 
of the thyroid, 22 of them were found in glands resected for exophthalmic 
goiter. In 7 of them the malignancy had developed in an adenoma while 
in 15 cases there was no such evidence. In this group only 1 patient is 
known to have died of the disease. The follow-up study of this group of 
cases would be most interesting. It is highly probable that the majority of 
these lesions fall into the group of cases called “adenocarcinoma not aris- 
ing in adenoma” by Allen Graham and “non encapsulated sclerosing tumor” 
by Beach Hazard. In the experience of the above two pathologists with these 
small lesions found incidently in thyroids resected for other reasons, no 


patient has subsequently developed recurrence of the lesion or died of the 
disease.—ED. ) 


Exophthalmos. Some Principles of Surgical Management from the 
Neurosurgical Aspect. Howard C. Naffziger, University of California Medi- 
cal School, San Francisco, Calif. Am. J. Surg. 75:25-41, January 1948. 

It is most important diagnostically to determine whether exophthalmos 
is actually unilateral or bilateral because the former is usually caused by 
1 tumor whereas there may be many causes for the latter. Diagnosis and 
location of the lesion are important in unilateral cases to determine whether 
it‘ intraorbital, intracranial or both. Measurements of both eyes with the 
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exophthalmometer usually shows a difference of 5 or 6 mm. between them 
with unilateral tumors. Roentgenographic studies including skull and bi- 
lateral orbital views should be made. Position of the mass in the orbit and 
the structures involved are indicated by ophthalmoscopic findings and peri- 
meter fields. The treatment of exophthalmos attempts to remove the cause 
if possible. Unilateral lesions in the anterior orbit are operated by an an- 
terior route and are handled by the ophthalmic surgeon. Decompression is 
usually necessary in bilateral exophthalmos because of dangerous progress 
of symptoms and inability to remove the cause. This does not apply to the 
large group of progressive cases associated with thyroid disease. Chief re- 
sponsibility of the neurologic surgeon is to patients whose exophthalmos 
endangers vision or life. Patients requiring operation usually have 
exophthalmometer readings of 22 to 35 mm. This alone does not indicate 
surgery however. An appreciation of the changes occurring in the solid 
or liquid orbital contents is also necessary. Decompression should not be 
postponed to the final stage of malignant exophthalmos. Restricted decom- 
pression operations have been unsatisfactory, the widest possible bone re- 
moval being necessary. 

The technic of orbital decompression is well known but some features 
are emphasized. Preoperative roentgenograms showing the extent of the fron- 
tal and ethmoidal sinuses into the orbital plate help in preventing them 
from being unintentionally opened. The well lubricated eyelids should be 
barely approximated by three fine mattress sutures lightly tied. This pre- 
vents lashes from being turned in and later mucosal protrusion because of 
edema. Several procedures are described for use with posterior tumors, cases 
that are both intracranial and intraorbital, and for orbital decompressions. 
Smaller bone flaps or triangular bone flaps having a common trephine open- 
ing in the midline are now used. Detailed hemostasis is necessary upon 
completion of the bone opening. Edema is minimized if a small, sewed rub- 
ber drain is passed from the pterion beneath the temporal muscle and through 
a small stab wound above the ear and behind the operative incision. Bi- 
lateral decompression may be done at one operation but unilateral opera- 
tion is sometimes preferred when there is marked mucosal edema. Opera- 
tion for unilateral intraorbital tumor is essentially the same as for bilater- 
al but a small quadrilateral bone flap is preferable to a triangular flap. 
A larger bone flap than the small triangular one is required for combined 
intraorbital and intracranial lesions. A temporal approach is helpful for 
orbital exposure with visualization of the optic nerve and adjacent tissues. 
Intracranial exploration is easily accomplished by opening the dura and 
aspirating fluid. This has been quite helpful in laterally placed tumors and 
in determining optic nerve involvement before intraorbital enucleation. 59 
references. 15 figures. 

(Exophthalmos in association with thyroid disease still remains an 
unsolved problem. From personal experience the Naffziger procedure has 
saved the eyes of some individuals.—eD.) 
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Lingual Goiter. Report of Three Cases. Emil Goetsch, Long Island 
College of Medicine and Hospital, Brooklyn, N. Y. Ann. Surg. 127:291- 
316, February 1948. 

In the 3 cases of lingual goiter reported, 1 patient was a woman 30 
years of age, the other 2 were girls, 12 and 8 years of age respectively, 
the older girl showing signs of approaching puberty. The chief symptom 
was impediment of speech, associated with difficulty in swallowing in 2 
cases. In all 3 cases, the lingual growth was removed by the buccal route. 
In 2 patients the operation was followed by symptoms of thyroid insuf- 
ficiency, which were controlled by the administration of small doses of 
thyroid extract. The other patient has not been adequately followed up. 
Histologic examination of the lingual goiter removed in these 3 cases show- 
ed a definite similarity to the structure of adenoma of the cervical thyroid, 
a similarity which the author considers has not been sufficiently emphasiz- 
ed in other reports on lingual goiter; areas resembling parathyroid tissue 
were also found in 2 of the cases. 20 references. 

(These isolated cases are reported from time to time but it still is a 
rare condition, even in thyroid clinics.—eD. ) 


Thyroiditis. George Crile, Jr., Cleveland, O. Ann, Surg. 127:640-54, 
April 1948. 

Biopsy has showed that the clinical entity known as subacute thyroid- 
itis is the same as giant cell or pseudotuberculous thyroiditis. Subacute thy- 
roiditis usually has a sudden onset and follows an upper respiratory in- 
fection in about 25 per cent of the cases; women are affected six times 
as often as men, and those in the mid-forties are affected most often. Charac- 
teristically there is pain on swallowing and pain radiating to the ear. The 
gland is exquisitely tender. A low grade fever, an elevated sedimentation 
rate (often to high levels) and a marked systemic reaction may be noted. 
The basal metabolic rate is within normal limits, although the clinical pic- 
ture may stimulate hyperthyroidism. Although there is spontaneous recovery 
without permanent functional derangement of the thyroid, roentgenotherapy 
(600 to 800 r) shortens the course. Pathologically, the condition is charae- 
terized by a diffuse involvement of the entire gland in a subacute inflam- 
matory process. The thyroid enlargement (to two to three times the normal 
size) tends to be symmetric. Adenomas are rarely found in the gland and 
its cut surface is white, brittle and avascular. Thyroidectomy is rarely in- 
dicated. Struma lymphomatosa is most often seen in female patients in 
their late forties or early fifties. The onset is insidious, pain is rare at 
this time, fever is absent and the only systemic reaction is that associated 
with hyperthyroidism. Although the whole gland is usually involved, this 
involvement is not symmetric. Pathologically, this condition is characteriz- 
ed by acidophilic degeneration of the thyroid epithelium and replacement 
with lymphocytes and fibrous tissue. Lymphoid tissue showing well develop- 
ed germinal centers frequently predominates. The inflammatory process is 
confined to that occurring within the capsule. The gland, which is firm, 
friable and not very vaseular, seldom adhers to surrounding structures. The 
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gray and lobulated cut surface may be mistaken for a hyperplastic goiter. 
Although roentgenotherapy is represented as an effective means of controll- 
ing struma lymphomatosa, it cannot become the treatment of choice un- 
less the percentage of correct diagnoses increases. Thyroidectomy is the 
treatment at present but a conservative operation which does not attempt 
to remove all of the gland seems advisable. Of 10 patients treated by thyroid- 
ectomy, only 3 are well, while 5 have hypothyroidism requiring thyroid 
and 1 has bilateral paralysis of the recurrent laryngeal nerves. The other 
patient expired during operation with an unexplained convulsion. 

Riedel’s struma tends to occur after 50 years of age and is more com- 
mon in women than men. The onset is insidious and ordinarily painless. 
Since the average duration of symptoms in the 11 patients in this series 
was twenty-nine months, the tumor grows slowly. The predominant symp- 
toms are those of pressure and in this series they were often severe with 
tracheal obstruction. Systemic reactions are rare and the basal metabolic 
rate is usually within normal range. Two cases developed spontaneous uni- 
lateral paralysis of the recurrent nerve. The tumor is localized and the 
thyroid is stony hard avascular and fixed to surrounding tissues. Pathologic 
study showed either adenomas or remnants thereof in 7 of the 11 cases. 
Microscopically, the thyroid by fibrous tissue. These bulky tumors infil- 
trate the trachea, the muscles, the recurrent laryngeal nerves and the carotid 
sheath tissues as well as the capsule of the thyroid, and consequently any 
natural plane of cleavage outside the capsule of the thyroid is impossible 
to find. The brittle white gland cuts almost like cartilage. Complete surgi- 
cal removal without serious damage to the trachea, recurrent nerves or caro- 
tid sheath may be impossible and therefore surgical efforts are aimed at 
relief of obstruction, Sometimes the lobe may be split open and the central 
core enucleated. This procedure need not jeopardize vital surrounding struc- 
tures and excellent results were obtained in the 3 cases in which it was 
employed. The surgeon should remember that usually the most severe res- 
piratory obstruction is associated with retrotracheal adenomas that compress 
the trachea from behind (demonstrable preoperatively by a lateral ro- 
entgenogram of the trachea). Six of the 11 patients are well following re- 
moval of portions of the thyroid. Three case reports, representative of the 
three forms of thyroiditis, are presented. 6 references. 1 table. 7 figures. 

(There has been an increasing incidence of these subacute thyroiditis 
cases, sometimes almost appearing in groups, and suggesting that it is some 
type of virus infection.—£D. ) 
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Augmented and Controlled Breathing in Transpleural Operations. Frederick 
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The Effect of Pulmonary Inflation and Deflation Upon the Circulation. 
Samuel Alcott Thompson, New York Medical College, New York, N.Y. 
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17. Chest Wall 
See Index for Related Articles 


18. Pleura 


The Drawbacks Encountered in Local Treatment of Pleural Empyema 
with Chemotherapeutic and Antibiotic Agents. Jens L. Hansen, Municipal 
Clinic of Thoracic Surgery, Oresund Hospital, Copenhagen, Denmark. Acta 
chir. Scandinav. 96:509-29, Fasc. 6, 1948. 

It is frequently difficult to effectively tap nontuberculous empyemas 
after the earliest stage but complications, especially chronic empyema, may 
oceur if large effusions remain. It has now been showed that intrapleural 
injection of large doses of chemotherapeutic and antibiotic drugs are valua- 
able during the first stage of the disease in permitting early and frequent 
punctures and aspiration of pus. Permanent drainage should replace this 
treatment however if symptoms do not quickly subside, roentgenograms 
showing a clear thorax and fully expanded lung. A series of 16 case his- 
tories is presented illustrating the drawbacks of this treatment. Puncture 
proper may cause injury to the lung, chest wall or other organs and tissues. 
Incomplete aspiration of pus may result in compression of the lung, pus 
perforating to surrounding tissues, a persisting general infection, forma- 
tion of an empyema cavity, or the primary disease may not be found. Draw- 
hacks attending the injection of drugs into the pleural cavity are microbial 
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chemoresistance, pleural irritation or tissue injury, formation of large fib- 
rous masses sometimes requiring major surgery, or masking of symptoms 
by a chest-wall phlegmon, etc. 

Injury to lung tissue may be avoided by careful selection of the best 
site after thorough physical examination and several roentgenograms in 
different positions. The patient should bend to the opposite side to widen 
the intercostal space and lessen danger to the intercostal vessel. Phlegmons 
of the chest wall are important and common in putrid empyemas. They 
may be avoided by excising the puncture tract as far as the intercostal mus- 
cle after the first puncture, forming a funnel shaped wound and plugging 
this with an iodoform gauze or other tampon. This provides an infection 
resistant path for further punctures. Frequent and perhaps daily aspirations 
are necessary for adequate pus evacuation. Empyemas should receive peni- 
cillin locally as well as intramuscularly. Its local use may abort fresh in- 
fections but is also effective in fully developed purulent infections. Pune- 
tures and injections should be continued as long as possible in mixed type 
tuberculous empyemas and local treatment with chemotherapy and antibio- 
tics enables operation to be postponed until there is slight risk. Permanent 
drainage however offers the best chance of a cure in late empyema. 50 
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The Treatment of Empyema with Tropical and Systemic Penicillin and 
Other Antibacterial Agents. An Analysis of Twenty Cases. W. Emory 
Burnett, George P. Rosemond, John H. Hall and H. Taylor Caswell. 
Philadelphia, Pa. Surg., Gynec. & Obst. 87:44-62. July 1948. 


19. Lung 


Radical Extirpation and Primary Closure of Deep Thoracic Fistulas. 
Jens L., Hansen, Municipal Clinic of Thoracic Surgery, Oresund Hospital. 
Copenhagen, Denmark. Acta chir. Scandinav. 96:485-92, Fasc. 6, 1948. 

A thoracotomy for the treatment of deep thoracic fistulas is described. 
Quick results with preservation of lung function are sought by complete re- 
moval of all pathologic tissue and suture of bronchial fistulas. The pre- 
operative condition of the patient is important. Ambulant treatment is given 
for at least a month to decrease discharge through the fistula. At least two 
negative cultures for tubercle bacilli are required. No cases are operated 
upon who have showed any change during six months. Preoperative broncho-, 
scopy and bronchography are done and the cavity filled with contrast mater- 
ial. Several roentgenograms are made in different planes with the patient 
in different positions. An outline of the cavity is marked on the skin. Peni-’ 
cillin 200,000 units and sodium sulfathiazole 2 Gm. are given intravenous- ’ 
ly. An elliptical incision is made around the fistula, its extent depending , 
upon the size of the cavity and following the general direction of the ribs. 
The fistula is temporarily plugged by a gauze tampon and followed into 
the thoracic cavity, a rib being uncovered and resected as necessary to 
free the fistula. The lung is freed from the inner thoracic wall and most of 
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the thickened pleura over the cavity removed. Pus is removed by suction, 
the bronchial fistulas sutured, and all pathologic lung tissue removed until 
no blue-colored parts remain (after methylene blue injection). The mucous 
membrane may be removed in the ends of larger bronchi. Hemostasis must 
be complete and is accomplished by-electrocoagulation with compression 
of small vessels and ligature of large. There is now a considerable intra- 
thoracic cavity but the lung is soft and expansible. After the lung has 
been made airtight, the entire cavity is sprinkled with a combination of 
200,000 to 300,000 units of penicillin and 10 to 15 Gm. sulfathiazole. 
The lung is expanded and the wound closed in layers with silk sutures with- 
out drainage. Strong aspirations are made from the wound cavity im- 
mediately following operation and daily thereafter, to expedite its oblitera- 
tion. Daily injections of 100,000 units of penicillin dissolved in 10 to 20 
ce. of water are made into the cavity after aspirations until the exudate 
has stopped. Intramuscular penicillin, 200,000 units, and 2 Gm. sulfathia- 
zole orally are given daily for four to seven days. Postoperative pain is 
controlled by intercostal block of 2 per cent benzocaine in propylenglycole 
in each intercostal space. Resulting analgesia lasts about two weeks. Five 
case reports are presented of patients with deep thoracic fistulas which 
had existed for six to twelve months. Primary healing occurred in 4 cases, 
drainage being necessary in the fifth because of a penicillin and sulfathia- 
zole resistant infection. No skeletal deformity follows the operation. 6 re- 
ferences. 5 figures. 

(One may question the advisability of tight closure of the chest after 
this procedure—pulmonary decortication and suture of bronchial fistula. 
—mM. M. R.) 


Gastro-Bronchial Fistula. Report on a Case. K. Liavaag, University 
of Oslo, Oslo, Norway. Acta chir. Scandinav. 96:425-30, No. 5, 1948. 

The patient, 36, had suffered previous lung injury from a shell frag- 
ment (removed during operation). The fistula, connecting the stomach with 
the bronchial tree and passing through the pleural cavity into the left lung, 
probably resulted from strangulation of the stomach through a traumatic 
diaphragmatic hernia. The fistula was lined with necrotized epithelium part- 
ly eroded by the gastric juice. This led to hemorrhage remedied by trans- 
fusions. 

(There was no follow-up in the original article—ep.) 


Pneumectomy for Pulmonary Metastases from Cancer of the Uterus 
Ten Years after Hysterectomy. K. Liavaag, University of Oslo, Oslo, Nor- 
way. Acta chir. Scandinav. 96:420-24, No. 5, 1948. 

Hysterectomy, followed-up by roentgenotherapy (two years) had freed 
a woman, 68, of all signs of cancer. Eight years later a metastasis into 
the lung was detected accidentally during a chest roentgenogram. Infiltra- 
tion had extended into the middle and upper lobes. Pneumonectomy was 
performed through a posterolateral incision with resection of the sixth rib. 
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Histologic examination showed a malignant tumor, resembling those re- 
moved from her uterus (atypical infiltrating epithelium, with many mitoses 
and papillomatous as well as glandular type of growth). A diagnosis of 
metastasis was made, yet the possibility of bronchial adenocarcinoma was 
not excluded. 4 figures. 3 references. 

(Only a five week follow-up was given in the original article.—ep.) 


References to Current Articles 


Cancer of the Lung. Interval and Late Results of Operations in Relation 
to Topography and Gross Pathology. Harold Neuhof and Arthur H. 
Aufses, Mount Sinai Hospital, New York, N. Y. J. Thoracic Surg. 
17:297-305, June 1948. 

Carcinoma of the Lung. Factors Affecting Survival After Resection of Can- 
cer of the Lung. Ralph Adams, Louisville, Ky. J. Thoracic Surg. 17: 
306-22, June 1948. 

Technic for Resection of the Right Middle and Right Lower Lobes of the 


Lung. Raymond C. Scannell, Denver, Colo. Am. J. Surg. 76:124-43, 
' August 1948. 


20. Mediastinum 


See Index for Related Articles 


21. Heart 


Pulmonary Valvulotomy for the Relief of Congenital Pulmonary Ste- 
: nosis. Report of Three Cases. R. C. Brock, Guy’s Hospital, London, England. 
Brit. M. J. 4562:1121-26, June 12, 1948. 

A stenosed cardiac valve is a simple mechanical obstruction of dia- 
phragmatic nature. the fused valves forming a septum which is later forced 
into a nipple-like projection having a tiny hole in its summit through which 
the blood is forced. This hole may be rapidly increased in size or the con- 
striction divided surgically, affording much more prompt relief than by 
the Blalock operation which really by-passes the stenosed area. Early evalu- 
ation of the actual state of the valve is essential in valvulotomy. Direct 
external cardiac examination at operation gives valuable information to- 
ward confirmation of the preoperative diagnosis and differentiation be- 
tween valvular stenosis and the subvalvular variety. Before the pericardium 
is opened in stenosis, the stem of the pulmonary artery immediately below 
the obstruction is often seen to be dilated, an aneurysm-like bulge being 
seen and a characteristic thrill felt. A flap is then made in the pericardium 
by a 5 to 8 em. longitudinal incision just anterior to the phrenic nerve and 
a transverse incision at each end. This is turned forward and the area of 
the sinuses of Valsalva inspected. Fully formed sinuses indicate nor- 
mal valve cusps but a continuous collar of dilated artery just above the 
valve or a larger aneurysm-like swelling indicates a valvular stenosis. 
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Palpation of the lower part of the pulmonary artery reveals a characteristic 
thrill which can be felt to be localized in the center of the lumen as though 
a strong jet of fluid was being forced through a tiny hole, as is the case. 
The conical valve may be momentarily felt between heart beats. The thrill 
is coarser and less localized in subvalvular stenosis. A special valvulotome 
is now used instead of the operating cardioscope for direct valvular in- 
spection as it enables the stenosis to be rapidly located and divided. 

Three cases of valvulotomy for pulmonary stenosis are reported. In 
each case, a left inframammary incision was made and the chest entered 
through the second interspace with division of the second or second and 
third costal cartilages afterwards. The heart was entered by an incision be- 
tween 2 rows of 3 interlocking mattress sutures in the right ventricle and 
the valvulotome passed into the ventricle and through the stenosed valve 
into the pulmonary artery. The stenosis was afterwards dilated by forceps. 
The first case was 18, the second 11, and the third 23 years old. All had 
preoperative diagnoses of Fallot’s tetralogy, an accompanying valvular ste- 
nosis being also considered probable in the third case. Condition of the 
patient was grave postoperatively in the first case, there apparently being 
serious cardiac dilatation. This gradually subsided however and the heart 
steadily improved. An attack of sudden, severe pain occurred in both legs 
a week after operation followed by loss of motion and sensation, evidently 
from arterial occlusion, probably embolic. This indicates the necessity of 
keeping a sharp watch in these cases for arterial embolism. The cardiac 
condition improved but not as much as anticipated. The legs also improved 
and the patient was allowed out of bed a month postoperatively. She ap- 
parently had Fallot’s tetralogy with valvular stenosis and probably some 
subvalvular stenosis. 

The immediate postoperative condition of the second case was fair. 
Steady and then rapid cardiac improvement followed, a good pink color 
being maintained instead of the preoperative cyanosis. The ventricular 
blood pressure was found to be only 5 cm. of saline in the third case, prob- 
ably the result of cardiac manipulation, but this and the pressure in the pul- 
monary artery both increased to 15 cm. after the valvulotome was inserted 
and the stenosis divided. General postoperative condition was good but a 
drowsy condition developed that evening followed by a complete left sided 
hemiplegia the next morning. There was also slight cyanosis even in the 
oxygen tent, so that it was felt the hemiplegia might be embolic rather than 
thrombotic. The general condition steadily improved but the paralysis was 
unimproved for over three weeks. It then cleared up except for foot and 
hand movements. Considerable cardiac improvement followed operation in 
this case and it was felt that the paralysis will further improve. 

This operation is not intended to supplant the Blalock operation and 
pulmonary stenosis is not to be confused with Fallot’s tetralogy. Arterial 
thrombosis, even with hemiplegia, also occurs in the Blalock opera- 
tion, most commonly when there is a long period of low blood pressure, 
especially with polycythemia. Results in these 3 cases were sufficiently en- 
couraging however to warrant its further use in a small proportion of cases. 
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The Blalock operation must continue to take precedence until a method is 
found to relieve subvalvular stenosis, if possible. 10 references. 

(This condition, pure pulmonary stenosis, is not to be confused with 
the tetralogy of Fallot with its more extensive abnormalities.—M. M. R.) 


Aortic Valyulotomy. Experimental Methods and Early Results. Horace 
G. Smithy, H. Rawling Pratt-Thomas, Henry P. Deyerle, Medical College 
of the State of South Carolina, Charleston, S. C. Surg.. Gynec. & Obst. 
86:513-23, May 1948. 

Experimental results of aortic valvulotomy by a technic reported pre- 
viously, a new operative technic, and a comparison of results by the two 
methods are presented. The earlier technic was used in 22 large dogs. Val- 
vulotomy was performed by passing a specially devised valvulotome through 
the wall of the ascending aorta. In the first 7 cases, direct suture of the 
aortic wall was done in an attempt to control bleeding. Five dogs died of 
hemorrhage. In subsequent cases, gelatin sponge or oxidized cellulose wa- 
secured over the aortic incision with stay sutures in the periaortic fat, and 
in 3 cases, a purse-string suture in the periaortic fat was used without an 
underlying hemostatic agent. Hemorrhage did not occur in any case in which 
gelatin sponge or a purse-string suture was used. An intimal defect persisted 
in 20 dogs autopsied three to eighteen days postoperatively. Thrombus for- 
mation occurred in | case without evidence of embolic phenomena. Micro- 
scopic examination revealed fibrous tissue proliferation chiefly from the 
adventitia with little participation by the elements of the media and only 
lining epithelium from the intima. Aneurysmal outpouching occurred at 
the incision in most cases. The aortic valves were avulsed or divided in 10 
cases out of 27, showed no lesion in 3 cases, and in the remainder were 
perforated or lacerated. 

The newer method involves adequate exposure of the heart, placement 
of a purse-string suture in the myocardium near the apex, and insertion of 
the valvulotome through an incision made within the purse-string. The in- 
strument is advanced toward the aortic valve with one hand, and the index 
finger of the other is placed at the aortic ring to determine the position 
of the instrument. When the valvulotome is among the leaflets of the valve. 
the sliding barbed blade is released from the sheath and drawn into the 
ventricular chamber to divide the aortic cusp. An immediate thrill is usually 
felt and denotes division. The blade is drawn into the sheath, the instru- 
ment is removed, and the purse-string is tied to prevent bleeding. The newer 
method was used in 15 dogs. One operative death occurred from acute di- 
lation of the heart after valvulotomy. Acute dilatation of the left side of 
the heart of varying degree occurred in all cases at operation. In 2 cases. 
contractions ceased for approximately forty seconds. The heart gradually 
regained tone and a normal rhythm in both cases. Electrocardiographic trac- 
ings were taken preoperatively, immediately before and after valvulotomy. 
postoperatively and before autopsy. Two-thirds of the cases showed disturb- 
ances of rhythm when the purse-string suture was placed and when the val- 
vulotome was inserted. One-third showed little change. Arrhythmias disap- 
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peared at the end of cardiac manipulation in all cases. Electrocardiograms 
are illustrated. 

After autopsy, microscopic examination of the myocardium revealed 
varying degrees of necrosis, inflammatory reaction and healing. No 
thrombi were found except in 1 case having empyema and purulent peri- 
carditis. No evidence of aneurysm was found. The dividéd valve cusps show- 
ed no marked deformity, no vegetations. Complete division of a cusp was 
accomplished in 64 per cent of the 14 survivors, and incomplete division 
adequate to produce aortic regurgitation in the rest. Clinical application 
of the method is discussed. The ventricular approach to the aortic valve 
-eems feasible. Theoretically, the mitral valve might be approached in the 
same way. Simple division of a diseased valve might be followed by heal- 
ing. An instrument with biting surfaces could be devised to remove a seg- 
ment from a diseased valve. Cardiae arrhythmias induced by manipula- 
tion possibly could be controlled by preoperative systemic administration 
of quinidine or by local use of procaine. In selected cases, conversion of 
aortic stenosis to regurgitation would be beneficial. 7 references. 4 tables. 
13 figures. 

(On Oct. 28, 1948 Dr. Smithy died of a recrudescence of rheumatic 
conditions. He had a severe aortic stenosis. His excellent research work 
was done under difficulties and was stimulated by a desire to find a cura- 
tive operation for the condition he had himself.—*v.) 


References to Current Articles 


Arterial Pressure Pulse Waves in a Patient with Coarctation of the Aorta. 
Morton Galdston and J. Murray Steele, New York University College 
of Medicine, New York, N. Y. Am. J. Physiol. 152:554-56, March, 
1948. In this patient the pulse wave of the subscapular collateral artery 
was similar to that of the radial artery. 4 references. 1 figure. 

The Surgery of Congenital Heart Disease. George H. Humphreys, I], Colum- 
bia University, New York, N.Y. S. Clin. North America 28:353-65, 
April 1948. 

Results of Surgical Treatment of Coronary Artery Disease. Chas. B. Rip- 
stein, Royal Victoria Hospital, Montreal, Que., Canada. Canad. M.A.J. 
59:52-54, July 1948. 

Surgery of Pulmonary Stenosis. A Case in Which the Pulmonary Valve was 
Successfully Divided. T. Holmes Sellors, Middlesex Hospital, Middle- 
sex, England. Lancet 1:988-89, June 26, 1948. 


An Experimental Approach to the Problem of Increasing the Blood Supply 
to the Lungs. Preliminary Observations on the Use of Plasties. Elliott 
S. Hurwitt, Harvard Medical School, New York, N. Y. Surg., Gynec. 
& Obst. 87:313-16, September 1948. 

Interatrial Septal Defect. Its Experimental Production Under Direct Vis- 

ion Without Interruption of the Circulation. Alfred Blalock and C. 

Rollins Hanlon, Johns Hopkins University and Johns Hopkins Hospi- 

tal, Baltimore, Md. Surg., Gynec. & Obst. 87:183-87, August 1948. 
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Observations on Production of Pericardial Adhesions and Ligation of Coro- 
nary Arteries. Alex W. Boone and David S$. Hubbell, Duke University, 
School of Medicine, Durham, N. C. Surg.. Gynec. & Obst. 87:9-14, 
July 1948. 


The Surgical Treatment of the Infantile Type of Coarctation of the Aorta. 
Julian Johnson and Charles K. Kirby, University of Pennsylvania, 
Philadelphia, Pa. Ann. Surg. 127:1119-26, June 1948. 


Battle Wounds and Injuries of the Heart and Pericardium. Experiences in 
Forward Hospitals. Paul C. Samson, Oakland. Calif. Ann. Surg. 127: 
1127-49, June 1948. 


The Surgical Treatment, of Congenital Pulmonic Stenosis. The Tetralogy 
of Fallot. John D. Stenstrom, Victoria. B. C.. Canada. West. J. Surg. 
56:386-90, July 1948. 


22. Esophagus 


Esophageal Hiatal Hernias of the Short Esophagus Type. Etiologie and 
Therapeutic Considerations. Arthur M. Olsen and Stuart W. Harrington. 
Mayo Clinic, Rochester, Minn. J. Thoracic Surg. 17:189-209, April 1948. 

Between 1935 and 1946, 220 cases of short esophagus with partial 
thoracic stomach were seen at the Mayo Clinic. Most patients were in the 
older age group and 64 per cent were men. Obesity at the time of examina- 
tion or prior to the onset of obstruction was noted in 52 per cent: under- 
nourishment in 11 per cent. Symptoms included obstruction to swallowing 
in 75 per cent: substernal distress in 32 per cent (occurred most often after 
patient retired); esophageal pain in 9 per cent; and hemorrhage in 8 per 
cent (symptoms absent in 8 per cent). Since in about half of the patients 
complaining of dysphagia, the symptom was intermittent or varying in the 
degree of severity, spasm of the esophagus surely plays a definite part in 
these cases (spasm results from vagus nerve stimulation and is produced 
by various digestive disorders). The roentgenoscopic diagnosis was short 
esophagus in 133 cases; hiatal hernia in 46; lower esophageal stricture in 
30; esophageal spasm in 7; carcinoma (associated with hernia) in 3; and 
indeterminate in 1. Esophagoscopy, sometimes necessary to establish the type 
of hiatal hernia present, is an especially important procedure because a 
patient with a short esophagus is an unfavorable subject for surgical treat- 
ment; 68 per cent were subjected to esophagoscopy (both topical and 
general anesthesia used). The short esophagus is a straight tube without 
tortuosity or redundancy; the normal deviation of the lower esophageal por- 
tion anteriorly and to the left is lacking: and since the normal sphincteric 
action of the cardia is absent, there is frequently a free flow of gastric 
secretions into the esophagus. Significant ulceration was noted in 60 per 
cent (evidence of diffuse ulcerative esophagitis in 15 per cent of these) 
and slight ulceration in 8 per cent. Peptic ulceration of the esophagus, which 
produces shortening of the esophagus, may result from prolonged or ex- 
cessive vomiting or from incompetence of the physiologic sphincter at the 


¥ 


QUARTERLY REVIEW OF SURGERY 49 


cardia, when it occurs with reflex spasm of the lower esophagus or in as- 
sociation with hiatal hernia. In 52 patients a short esophagus was proved to 
be present by a histologic demonstration of gastric mucosa. 

The probable basis for the development of all types of esophageal hia- 
tal hernia is an enlarged esophageal hiatus. The diaphragmatico-esophageal 
membrane, the only structure fixing the diaphragm to the lower portion of 
the esophagus, is not sufficiently strong, in the presence of an enlarged 
hiatus, to withstand a traction effect from the esophagus or a pulsion effect 
from increased intra-abdominal pressure, particularly pressure associated 
with obesity. True congenital short esophagus was found in only 9 patients 
(4 per cent), ranging in age from 3 to 36 years. All showed smooth stric- 
tures at the esophagogastric juncture without evidence of ulceration. The 
apparent congenital factor in these cases is congenital enlargement of the 
esophageal hiatus of the diaphragm. The etiology was indeterminate in 40 
patients but a combination of hiatus insufficiency, atrophy of the diaphrag- 
matico-esophageal membrane, spasm of the esophagus, incompetence of the 
cardiac sphincter and ulcerative esophagitis may have ultimately produced 
the short esophagus. An apparent etiologic factor was noted in 171 patients. 
Twenty-three patients in the series had gallbladder disease, 9 had an as- 
sociated scleroderma (acrosclerosis), 2 had cardiospasm and 4 had ecarci- 
noma (squamous cell in 1; of gastric origin in 3). Medical management 
is the treatment of choice but severity of symptoms may necessitate surgical 
treatment. Temporary or permanent interruption of the left phrenic nerve 
was carried out in 4 patients, 3 of whom were benefited. Seventeen 
patients underwent surgical repair. Dilatation was the form of treatment 
used in 145 patients and the results were satisfactory for the most part and 
the majority of patients were able to eat normally. Dilatation by blind bou- 
gienage should never be done. The other medical treatment should be di- 
rected against further development of esophageal ulceration and includes, 
bland diet, use of antacid preparations, weight reduction and elevation of 
the head of the bed 12 to 15 inches. 25 references. 6 tables. 12 figures. 


Surgical Treatment for Carcinoma of the Esophagus. Philip Thorek, 
Chicago, Ill. Inois M. J. 92:329-37, December 1947. 

For reference to lesions, division of the esophagus into three zones is 
suggested. Zone 1 includes that part of the esophagus between the hase of 
the neck and the superior aspect of the aortic arch. Zone 2 extends from 
just above the aortic arch to just below the level of the inferior pulmonary 
vein. Zone 3 includes the lower fourth of the esophagus, the cardia and 
fundus of the stomach. Operative procedures in zone 1 are still being per- 
fected. Procedures in the other zones are standardized. A typical case of 
esophageal carcinoma in zone 2 is reported and the surgical management 
is described. The operation is essentially a partial esophagectomy and part- 
ial gastrectomy with a supra-aortic intrathoracic esophagogastrostomy. A 
thoracic approach is described. A typical case of carcinoma in zone 3 is 
reported and the surgical management is also described. In this instance, 
a thoracico-abdominal approach is used, beginning with an upper left rectus 
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incision through which the abdomen is explored. The incision can be ex- 
tended over the costal arch and through the seventh left interspace if an 
operable lesion is found. Partial resection of the esophagus and stomach 
is done, followed by an infra-aortic anastomosis. Improved surgical tech- 
nies, competently administered positive pressure anesthesia, chemotherapy, 
and expert preoperative and postoperative care are factors in making carci- 
noma of the esophagus a curable disease. 26 references. 4 figures. 


Congenital Esophageal Atresia and Tracheoesophageal Fistula. Clayton 
G. Lyon and Stanley G. Johnson, University of California Medical School. 
San Francisco, Calif. J. Thoracic Surg. 17:162-77, April 1948. 

The presence of this anomaly is suggested by increased oral secretions, 
cyanotic attacks and regurgitation of feedings and is confirmed by inability 
of the examiner to pass a small catheter into the stomach or beyond an 
obstruction in the upper third of the esophagus. Tracheal communication 
can be determined by introducing 0.5 to 1 ec. of lipiodol through the cathet- 
er and fluoroscoping the infant. Usually the presence of gas in the gasti- 
intestinal tract indicates a fistula. Primary anastomosis of the esophageal 
segment by an extrapleural approach appears to be a satisfactory proced- 
ure in about 85 per cent of the cases, while in the remainder widely separat- 
ed esophageal segments make a multiple stage procedure necessary. 

A transpleural approach (ideal for performance of esophagogastree- 
tomy) under intratracheal anesthesia was employed in 4 infants. Two were 
premature and exceedingly poor operative risks. All 4 withstood the im- 
mediate surgery but 3 expired forty-eight hours, nineteen and one-half and 
twenty-seven days after operation, respectively, bilateral pneumonia being 
found at autopsy in all cases. In this third infant a stricture in the lower 
esophageal segment was overlooked at operation and a tracheoesophageal 
fistula was re-established. The fourth infant had an uneventful postopera- 
tive course and is well seven months after operation. However, pureed food- 
must be diluted with formula and dilations will probably be required at 
a future date. These cases are reported in detail. 

A diagrammatic representation of the procedure is presented in fig- 
ure 2. Using the left posterolateral transpleural approach. the pleural space 
is entered through the bed of the fifth rib, the third and fourth ribs being 
divided in the paravertebral area. Exposure of the lower esophageal seg- 
ment »s accomplished by a short longitudinal incision through the mediasti- 
nal pleura just anterior to the descending aorta. 

Freeing the lower esophageal segment for 4 or 5 em. below the arch 
of the aorta, as a means of gaining maximum freedom from tension on the 
suture line, did not seem to jeopardize the segment’s blood supply in the 
2 cases in which it was done. Entry to the posterior mediastinum superior 
to the arch of the aorta is made by division of the highest intercostal vein 
and a longitudinal incision through the pleura just posterior to the sub- 
clavian artery. The lower segment then may be freed and delivered above 
the arch of the aorta by gentle dissection. The communication with the 
trachea is interrupted following ligation of the most proximal portion with 
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By courtesy of Journal of Thoracic Surgery 


fine cotton, the closure of the stump of the fistula being further accomplished 
by means of fine interrupted cotton sutures. Next the upper esophageal 
segment is freed as far as possible superiorly in the cervical region and 
a transverse opening is made in the most dependent portion of the upper 
segment. (Insertion of a small catheter through the lower segment into the 
stomach, at this time, rules out additional stenotic areas.) A longitudinal 
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incision, comparable in size to the transverse opening, is made through the 
anterolateral wall of the lower segment. Anastomosis of the esophageal seg- 
ments is accomplished by two rows of 00000 Deknatel sutures, interrupted 
sutures being used for approximation of the mucosa and mattress sutures 
in the second row for the approximation of the muscularis. Relief of ten- 
sion on the suture line and prevention of traction on the suture line during 
the deglutition is attempted by placing several sutures from the esophageal 
wall on each side of the anastomosis to the mediastinal tissues. 9 references 
2 figures. 

(The left transpleural approach may be indicated when there is no 
evidence of fistula, in which case the distal esophagus is apt to be imperfect- 
ly developed and esophageal anastomosis probably not possible. The right 
posterior, extrapleural approach seems much preferable when the findings 
indicate that direct anastomosis of the esophageal segments probably can 
be A. B.) 


Surgical Management of Carcinoma of the Lower Two-Thirds of the 
Esophagus and Cardiac End of the Stomach. John W. Strieder, Boston City 
and Massachusetts Memorial Hospitals, Boston, Mass. J. Thoracic Surg. 17: 
143-61, April 1948. 

The demonstration of the remarkable adaptability of the stomach to 
the thoracic cavity following adequate mobilization and the suggestion 
(Garlock) that the proximal segment of the esophagus be brought over and 
anterior to the arch of the aorta are the technical features which have given 
impetus to the increasingly satisfactory surgical treatment of esophageal 
cancer at or below the arch of the aorta. Forty-six of the 71] patients operat- 
ed on had resectable carcinomas. The factors considered in the selection of 
patients included age, lymph node involvement, metastases, esophagoscopic 
findings and bronchoscopic and roentgenologie findings. Preoperatively the 
general condition is improved and forty-eight hours preoperatively penicil- 
lin therapy (50,000 units every three hours) is started. In the presence of 
esophageal obstruction, esophageal lavage with half-strength Dakin’s solu- 
tion, twice daily, is started three or four days before operation. Just before 
operation an intravenous infusion is begun and most patients receive blood 
continuously during surgery. Anesthesia is induced with intravenous Pen- 
tothal and nitrous oxide and oxygen (curare used to facilitate introduction 
of intratracheal tube) and, following opening of the pleural cavity, main- 
tained with ether vapor and oxygen. 

When esophagogastric anastomosis may be made below the arch, the 
operative technic is as follows: with the patient in the right lateral decubi- 
tus position, a curving incision is made over the left ninth rib from the 
costochondral junction to within 1 or 2 em. of the spinous processes. One 
per cent nupereaine in oil is injected into the intercostal nerve of the rib 
for resection and into the 2 or 3 intercostal nerves above and below this 
rib. The resected rib is removed from the transverse process forward to 
within | to 2 em. of the costochondral junction. The pleural cavity is en- 
tered through the periosteal bed of this rib, thus providing excellent ex- 
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posure. After the pulmonary ligament is divided up to the inferior pul- 
monary vein and bleeding vessels are secured, the mediastinal pleura is 
incised, providing the tumor is in the esophagus proper and the esophagus 
is freed just above the hiatus and a tape passed around it. Prior to opening 
the diaphragm, the resectibility of the tumor is determined by careful sharp 
and blunt dissection, the tumor then being freed from surrounding structures 
and dissection being carried upward around the esophagus for a proper 
distance in order that the anastomosis may be made. Exceptionally 
few branches of the aorta are met but they must be divided and ligated. 
The vagus nerves are not preserved and if the tumor is operable the phrenic 
nerve is crushed as it lies on the pericardium just above the diaphragm. 
The diaphragmatic incision extends from its lateral portion into the esopha- 
geal hiatus and during this incision the subphrenic artery is secured and 
suture ligated. Should the tumor be in the stomach, the diaphragm may be 
opened immediately without preliminary dissection of the esophagus. The 
gastrosplenic ligament is divided, and the vasa brevia are ligated. Splenec- 
tomy is usually not necessary unless the organ interferes with mobilization 
of the stomach or unless there is involvement in the tumor mass. (Ligation 
of the splenic artery and the left gastric artery near their origin from the 
cardiac axis and splenectomy permits a somewhat wider excision of lympha- 
tic bearing tissue and is technically no more difficult than division of the 
vasa brevia and salvage of spleen. Splenectomy would seem especially de- 
sirable when the tumor arises in the stomach.—t. a. B.) The left gastro- 
epiploic artery is divided, care being taken to preserve the length of the 
vessel, to serve as an anastomotic channel to provide good blood for the 
cardiac end of the stomach by dividing the branches in the gastrocolic omen- 
tum distal to it. Usually the left gastric vessels must be divided, after which 
the fundus of the stomach may be brought high into the chest. If the tumor 
is in the stomach, the tumor-bearing portion is resected between clamps and 
the distal portion is closed by a continuous chromic catgut suture and in- 
verted with a second continuous chromic catgut suture. Interrupted silk sut- 
res may be used to reinforce the suture line further. The esophagus is 
divided between 2 ligatures of No. 2 chromic catgut and the distal end in- 
verted into the stomach by means of a silk purse-string suture when the 
tumor is in the esophagus and there is enough room between it and the 
cardio-esophageal junction, The proximal end of the esophagus is protected 
by a piece of rubber dam or a rubber glove. All nodes encountered in the 
peri-esophageal, subphrenic and left gastric artery regions are resected as 
much as possible. 

At this stage of the operation the tumor-bearing portion of the speci- 
men must not be resected because the esophagus retracts and anastomosis 
would thereby be rendered particularly difficult. Instead, the specimen is 
lifted up out of the pleural cavity and onto the superior margin of the 
incision in order to present the medial aspect to the esophagus for the first 
layer of the anastomosis with the stomach. The stomach is then brought up 
into the chest and a circular incision is made through the serosa and muscu- 
laris, which are dissected free without opening the gastric mucosa, and the 
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small vessels are secured by suture ligatures of fine silk near the margins 
of the incision. Next, a suitable area on the esophagus is selected for plac- 
ing the first or posterior row of sutures in the anastomosis. The anastomo- 
sis is a three-layer procedure after the manner of Churchill and Sweet. Fine 
silk interrupted sutures are used, and meticulous approximation of the mu- 
cosal layers is made. During anastomosis, the esophagus is incised layer 
by layer in order that the layers of the esophagus and stomach may match. 
Next, the esophagus is completely divided, somewhat on the bias, in order 
to secure a larger lumen, and the mucosal layer is completed. Subsequently, 
the anterior layer of muscularis of esophagus to muscularis and serosa of 
stomach is completed, and the outermost layer of muscularis of esophagus 
to serosa of stomach is also completed. A piece of omentum is now brought 
up and fixed above the anastomosis. Suturing of the stomach to the conti- 
guous pleura, laterally, by several interrupted silk sutures is made in order 
to relieve strain on the anastomosis. Following closure of the diaphragm 
and the lateral portion of the incision of the diaphragm, the pleural cavity 
is flushed out with warm normal saline and a fenestrated rectal tube is 
placed in the pleural cavity through a lower interspace for under- 
water drainage, the tip of this catheter being held in position by a loop of 
chromic catgut. Following the installation of 100,000 units of penicillin 
and reexpansion of the lung, the chest is closed in layers, using interrupted 
No. 0 chromic catgut to the pleura and intercostal muscles, interrupted No. 
0 chromic catgut to the extracostal muscles, subcutaneous interrupted No. 
000 plain catgut and interrupted silk to the skin. The patient is then placed 
on his back, and bronchoscopy is performed in order that the tracheobronch- 
ial tree may be dry when the patient leaves the operating room. 

When the esophageal carcinoma is located at or below the arch of the 
aorta, a supraaortic anastomosis is required. In this instance the eighth rib 
is selected for resection, and the seventh, sixth and occasionally the fifth 
ribs are divided just lateral to their respective transverse processes. Follow- 
ing incision of the mediastinal pleura, the free portion of the esophagus 
is delivered into the wound and a tape placed about it for traction. Using 
blunt and sharp dissection, the esophagus, with its tumor-bearing portion, 
is freed from the surrounding structures, which include the inferior pul- 
monary vein, the left bronchus, and occasionally the posterolateral aspect 
of the pericardium in relation to the left auricle. A portion of the right 
pleura frequently requires sacrifice and in this case the anesthetist initiates 
positive pressure and a pack is placed against the defect until the operation 
is over. Dissection of the tumor and freeing of the esophagus from the under 
surface of the aortic arch is extremely difficult but may be facilitated 
by working from below or above the arch in turn or simultaneously. Oc- 
casionally a few of the intercostal arteries must be divided in order to 
turn the arch of the aorta outward. An incision of the mediastinal pleura 
posterior to the left subclavian artery with delivery of normal esophagus 
at this level, in order that a tape may be placed around it, frequently 
helps with the dissection. The thoracic duct is encountered at this level and 
may be injured, in which case ligation is necessary. When the tumor in- 
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volves the prevertebral fascia, the plane of dissection lies in the prevertebral 
space where troublesome bleeding may be found. If the tumor is found to 
be resectable, the diaphragm is opened, the stomach mobilized, and the esoph- 
agogastric anastomosis made as in the method described above. Anasto- 
mosis between the stomach and the esophagus should be made as high as 
possible in order that the blood supply from the inferior thyroid artery 
may be utilized. The principal complication is leakage at the site of the 
esophagogastric anastomosis and was the most frequent cause of death in 
the early cases. However, leakage has been an infrequent complication in 
the last 34 cases. Ordinarily it occurs about the third or fourth day. Any 
patient exhibiting atelectasis should be treated by bronchoscopy if adequate 
intratrachial catheter suction does not permit aeration of the lobe or lung. 
One must bear in mind the possibility of edema of the stem bronchus result- 
ing from operative trauma in cases in which the esophagus has been brought 
anterior to the arch. Four patients in the later series exhibited narrowing 
of the site of the esophagogastric anastomosis without evidence of recur- 
rence of tumor. This complication yields well frequent dilatation and such 
a patient may be on a reasonably full diet. One case is reported in con- 
siderable detail since it is the first recorded report of a patient having had 
two successful transthoracic partial esophagectomies. Of the 71 patients in 
this series, 25 were found to be inoperable following exploration. Thirty- 
five patients had resections of the cardiac end of the stomach or of the 
lower esophagus or of both with esophagogastric anastomosis below the 
aortic arch. The operative mortality for this group was 24 per cent. Eleven 
resections of high esophageal carcinoma with anastomoses above the aortic 
arch were made, and the operative mortality was 63.3 per cent. Of the 26 
patients surviving, 21 are still alive from one to fourteen months following 
operation. One is alive with disease four months after a subtotal gastric 
resection. Clinical evidence of the disease is absent in the others. 7 ref- 
erences. 5 tables. 16 figures. 
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for Malignant Disease and University of Buffalo Medical School, Buf- 
falo, N. Y. Surgery 24:9-16, July 1948. 

The Use of the Roux Y in Extending the Operability of Carcinoma of the 
Stomach and of the Lower End of the Esophagus. John T. Reynolds. 
St. Luke’s Hospital and John P. Young, Jr., University of Illinois Col- 
lege of Medicine, Chicago, Ill. Surgery 24:246-63, August 1948. 


23. Breast 


The Surgical Treatment of Recurrent Carcinoma of the Breast and 
Chest Wall. Kenneth L. Pickrell, James W. Kelley and Francis A. Marzoni, 
Duke University School of Medicine and Duke Hospital, Durham, N. C. 
Plast. & Reconstruct. Surg. 3:156-72, March 1948. 

Statistics reveal that the five-year survival rate following radical mas- 
tectomy in operable cancer of the breast approximates 70 per cent for cases 
without axillary involvement and 25 per cent for eases with axillary metas- 
tases. The two groups are about equal in size. Local recurrences oceur in 
approximately 35 per cent of all cases subjected to radical mastectomy. 
Even though | patient out of every 3 upon whom a radical mastectomy has 
been performed will return with a local recurrence, few operations have 
been described for the extirpation of these recurrent lesions. The use of 
irradiation therapy to supplement surgical excision has prolonged the life 
of some patients with recurrent cancer of the breast and chest wall. Many 
do not receive the benefit of irradiation when the disease has recurred and 
only rarely is the surgeon willing to make a second attempt to eradicate 
the disease. The criteria for inoperability should not influence the surgeon 
to exclude operation for palliative reasons, in cases in which irradiation 
is inadequate or contraindicated, nor should it be assumed that all of the 
patients are definitely incurable, as was the assumption in the series of 
patients which the authors present, showing the recurrent lesion, the opera- 
tion to eradicate the disease and the methods of reconstructing the chest 
wall. 

A patient is presented on whom the left chest wall was resected widely 
to remove the recurrent carcinoma of the breast. A split skin graft was applied 
directly to the tented pericardium, which was tacked to the intercostal mus- 
cles and sternum at the periphery of the large operative defect. The patient 
is symptom-free after three years. This is the first recorded use in which a 
free skin graft has been used to cover the pericardium. In other patients 
where the remaining breast was of sufficient size, it was transposed on either 
a superior or inferior pedicle to cover the operative defect in the chest wall. 
A split skin graft was then used to resurface the donor area from which 
the breast was transposed. Various other types of reconstructive procedures 
utilizing single and double flaps are presented to reconstruct the chest wall. 
There are some conditions of the breast and chest wall which may not re- 
spond well to ordinary procedures, but which may be greatly benefited by 
the application of these new and more specialized technics. 21 references. 
12 figures.—Author’s abstract. 
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Carcinoma of the Breast in Husband and Wife. V. Coppleson, Sydney, 
Australia, Australian & New Zealand J. Surg. 17:303-304, April 1948. 

The husband reported for an examination following a knock on the 
right nipple which, he thought, had caused an eczema three months pre- 
viously. Malignaney was suspected and confirmed on excision (scirrous car- 
cinoma without metastases). The patient died from exertion, within a few 
days, four years later. The wife came for an examination three years after 
her husband’s first visit, complaining about a swelling she had noticed six 
months before. Twenty years before that she had had a benign lump re- 
moved from the same breast. This time a new lump was palpated, which 
adhered to ‘he skin and nipple. Some of the axillar glands were enlarged. 
The tumor proved malignant, with numerous metastases. On removal the 
diagnosis was the same as in the husbhand’s case. The patients had been 
married thirty-one years. Both had breast cancer in their family history. 
Their children and a grandchild had no tumors. 


References to Current Articles 


Fat Necrosis. Donald Guthrie and John S. Niles, Jr.. Guthrie Clinie and 
Robert Packer Hospital, Sayre, Pa. Guthrie Clin. Bull. 18:5-10, July 
1948. Reports 5 cases of fat necrosis of the breast and 4 cases of fat 
necrosis in other areas with discussion of diagnosis. 8 references. 4 
tables. 


24. Diaphragm 


Strangulated Diaphragmatic Hernia. B. Noland Carter and Jerome 
Giuseffi, University of Cincinnati College of Medicine, and Cincinnati 
General Hospital, Cincinnati, O. Aun. Surg. 128:210-25, August 1948. 

Thirty-nine cases of strangulated diaphragmatic hernia were collected 
from the literature, and in all of them, as well as in 4 additional from the 
Cincinnati General Hospital, a strikingly repetitious symptomatology was 
observed. In over 90 per cent of cases complicated by strangulation, the 
hernia was traumatic in origin. Traumatic diaphragmatic hernia may re- 
sult from stab wounds of the thorax, gunshot wound of the thorax and 
indirect injuries resulting from falls. compression and steering wheel ac- 
cidents. The interval between initial injury ‘and acute attack may be ex- 
tremely variable. Premonitory symptoms referable to the abdomen, or 
thorax, as sporadic pain, flatulence or dyspnea were reported in 30 per 
cent of the total group. In 67 per cent the attack was sudden in onset, and 
in the majority of these patients relatively sudden increase in intra-abdom- 
inal pressure was noted as precipitant of the attack. The most unusual 
initiating symptom was pain, characteristically sudden and variable in lo- 
cation, Vomiting occurred almost as frequently, usually simultaneous with 
or soon after the onset of pain. In cases in which the stomach alone was 
strangulated, vomiting was early, protracted and ineffectual. Constipation 
was mentioned in 49 per cent of the cases; however, with strangulation of 
the stomach signs of obstruction are not so emphatic and may be absent. 
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Dyspnea occurred in 35 per cent of the cases, its presence depending largely 
on the suddenness and degree of encroachment by the herniated organs and 
accumulated fluid on the cardiorespiratory system. Hiccough, although it 
was noted in only 10 per cent of cases, is important as indicative of di- 
aphragmatic irritation. 

With the widespread use of roentgenology, a formidable method of 
establishing diagnosis has been acquired, yet physical findings alone are 
of considerable importance. Although the presence of pain attracts attention 
to the abdomen, physical findings here are not diagnostic, while findings 
referable to the thorax are of utmost importance. In 90 per cent of the 43 
cases analyzed, at least one of the following was present: dullness in the 
left thorax, cardiae shift, tympany of the left thorax, adventitious sounds 
and succussion splash. Fluid was found in the thorax in 30 per cent of the 
cases, and when described, was noted to be serosanguineous. Roentgenologic 
findings of significance include: simulation by the herniated viscus of a 
high diaphragm, cardiac shift, presence of air bubble (which may not be 
present if the stomach is the herniated organ) and evidence of fluid in the 
thorax. The transverse colon is the portion of the gastrointestinal tract most 
frequently herniated into the thorax, and the stomach second in frequency. 
Diagnosis of strangulated diaphragmatic hernia should be suggested by the 
following: (1) signs of acute gastrointestinal obstruction; (2) history of 
previous injury; (3) physical findings referable to the left thorax, particu- 
larly cardiac shift, and, on occasion, bloody fluid; (4) roentgenologic evi- 
dence of a high diaphragm. 

The treatment of strangulated diaphragmatic hernia is emergency sur- 
gery, for when obstruction develops the mortality is doubled. A transthor- 
acic approach is recommended, with extension of the incision into the abdo- 
men should a large amount of strangulated viscera be encountered. Advan- 
tages of the combined thoracicoabdominal approach include: excellent ex- 
posure, direct vision for freeing viscera which may be adherent to lung or 
thoracic wall, and easy access to the diaphragmatic ring. Four cases are 
reported in detail, illustrating the points cited. A survival rate of 75 per 
cent at the Cincinnati General Hospital, despite the fact that only 4 cases 
have been seen, compares favorably with the 56.3 per cent survival rate 
among the 19 operated cases reported in the literature between 1920 and 
1945. 49 references. 1 table. 4 figures.—Author’s abstract. 

(Strangulation is @ serious complication in all hernias but is particu- 
larly serious in diaphragmatic hernia because of the frequency of misdiag- 
nosis and also because perforation of a viscus into the pleural cavity is at- 
tended with a much greater risk than a similar perforation into a hernial 
sac elsewhere. Urgency of operation, as stressed by the authors, cannot be 
overemphasized.—ED. ) 


The Repair of Hiatus Hernia of the Diaphragm by the Supradiaphrag- 
matic Approach. Richard H. Sweet, Boston, Mass. New England J. Med. 
238 :649-53, May 6, 1948. 


The use of the supradiaphragmatic approach in cases of esophageal 
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hiatus hernia renders an otherwise difficult and formidable procedure a 
simple and easy one. Furthermore, it facilitates fixation of the short esopha- 
gus to the edges of the reconstructed hiatus; affords relative freedom from 
postoperative complications and a lower incidence of recurrence. After ex- 
posure is obtained by means of a long oblique incision made across the 
left side of the chest (with patient lying on right side with left arm drawn 
up before his face), rib resection (usually the eighth rib), and retraction 
of the lower lobe of the lung, temporary inactivity of the diaphragm is 
induced by crushing, with a hemostatic forceps, the left phrenic nerve at 
the point where it leaves the pericardial surface to enter the diaphragm. 
Next the mediastinal pleura overlying the hernia is incised longitudinally 
and removed from its attachments around the base of the hiatus; the hernia 
sac, herniated portion of the stomach, cardiac end of esophagus and over- 
lying vagus nerves are freed by dissection. Following identification of the 
margins of the hiatus, they are cleared of attached areolar tissues. Two 
important technical steps determine the ultimate success of repair. The first 
is the elimination of the sac, usually accomplished through a series of 
plicating sutures of silk placed in a circumferential direction in the free 
peritoneal portion of the sac. In a few cases a large redundant portion of 
the sac requires removal and after the base of such a sac is closed by a 
suture ligature or a series of mattress sutures, the balance of the sac is 
plicated in the usual manner. Occasionally two layers of plication sutures 
are needed to maintain reduction of the hernia, with the cardia at or just 
below the level of the hiatus. The second step is the narrowing of the hiatus 
to a point where the reduction of the hernia can be held permanently, this 
result being obtained by means of several sutures of heavy silk placed 
solidly through the muscle well behind each edge of the hiatus and at each 
side of the esophagus (more sutures usually needed to the left). Although 
an unusually thick diaphragm may make two layers of sutures necessary, 
a second layer must be omitted if it shows any tendency to roll the edge of 
the diaphragm up onto the esophagus. The insertion of a reinforcing sutures 
of fascia lata, obtained from the patient’s thigh, will provide the repair with 
greater strength and permanency. Postoperative dysphagia may be avoided 
by establishing an opening which permits the index finger of the surgeon 
to be easily inserted beside the esophagus. Closure of the mediastinal pleur- 
al incision is made with fine-silk sutures, the edges of the pleura being 
reattached to the diaphragm near the hiatus. After the lung is expanded 
by the anesthetist, the chest-wall incision is closed with interrupted silk su- 
tures. 

The difficulties sometimes encountered are discussed. When an 
extremely large hernia consists of most of the stomach, a large portion of 
the transverse colon, the great omentum and even a part of the small in- 
testine and a state of reduction cannot be maintained while repair is being 
made, a short counterincision in the diaphragm well away from the hiatus 
will permit the herniated viscera to be pulled into the abdomen and _ if 
necessary out over the lower edge of the thoracic incision. If after-repair 
and replacement of the viscera in the abdomen, the sutures used in closing 
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of the diaphragmatic incision show a tendency to pull through the tissues 
because of the increased pressure within the abdomen, a strip of fascia lata 
will overcome this difficulty. If the branch of the right vagus nerve which 
passes to the celiac ganglion interferes with the placing of sutures across 
the hiatus to the right of esophagus, the branch of the nerve should be di- 
vided. If the esophagus is short and a portion of the stomach is consequent- 
ly congenitally situated in the thorax, no attempt should be made to alter 
the situation or to elevate the diaphragm. The postoperative management 
is similar to that employed in any case of thoracotomy. Most patients are 
out of bed after the second day and discharged after twelve and a quarter 
days. In the majority of the 51 patients treated by the operation described, 
the reason for operation was severe attacks of pain uncontrolled by medici- 
nal or dietary means. Occasionally the indication for surgery was a severe 
blood loss or incarceration of the hernia, usually with intermittent or com- 
plete obstruction. There were no deaths. Postoperative complication oc- 
curred in 5 patients (localized empyema requiring drainage in | patient op- 
erated on before the advent of penicillin: thrombophlebitis in 3. proceeding 
to sublethal pulmonary embolism in 1: and a minor superficial wound in- 
fection in 1). Follow-up on 42 patients showed no discomfort after the 
postoperative period in 38 and slight discomfort in the remaining 1. There 
has been no evidence of recurrence in 41 patients. 2 references. 4 tables. 
1 figures. 

(Certainly the supradiaphragmatic approach is a more satisfactory ex- 
posure in the repair of hiatus hernia. At times, however, in large hernias 
in which there is displacement of the abdominal viscera into the thorax. 
reduction of the hernia may be difficult.— kp. ) 


25. Abdominal Surgery 
References to Current Articles 


Anesthesia for Upper Abdominal Surgery. Edwin R. Ruzicka. Lahey Clinic, 
Boston, Mass. S. Clin. North America 28:831-40, June 1948. 


26. Abdominal Wall 


See Index for Related Articles 


27. Hernia 


Preliminary Report on the Use of Tantalum Mesh in the Repair of 
Ventral Hernias. Amos R. Koontz, Johns Hopkins University School of 
Medicine, Baltimore, Md. Aun. Surg. 127:1079-85, May 1948. 

The repair of very large ventral hernias has always taxed the ingenuity 
of the surgeon. This is not only true when the defect is large. but is also 
true when the fascial structures surrounding a smaller defect are weak. A 
large proportion of these cases occur in very obese people. In such people 
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the fascia surrounding the defect is often weakened by the infiltration of 
fat and this militates against a successful repair by any of the ordinary 
methods. Fascial flaps of various sorts from the local site have been used 
to repair the defect. Free autogenous transplants of fascia lata have also 
been used. Years ago the present writer introduced the use of large sheets 
of ox fascia lata for the repair of such defects. All of these methods have 
been more or less successful but none has been uniformly so, especially in 
the type of case dealt with in this paper. 

Early in 1946 one of our leading surgical supply houses introduced 
tantalum mesh and the present author welcomed the opportunity to try it 
out both experimentally and clinically. The experimental work was con- 
ducted in dogs in which large pieces of rectus muscle were resected on each 
side, and the defect immediately repaired by suturing a piece of tantalum 
mesh to the edges of the fascia surrounding the defect, there being nothing 
left between the peritoneum and the subcutaneous tissue but the tantalum 
mesh. These animals were sacrificed four and one-half to nine and one-half 
months later. and in each instance the defect was completely closed by the 
mesh which had become covered by a thick and tough envelope of fibrous 
tissue. The fibrous tissue had grown through the meshes of the gauze every 
place and could not be separated from it except by very sharp dissection. 
A firmer and more thorough-going closure of the defect can scarcely be 
imagined, The material was then used in 5 cases clinically. All of the cases 
were difficult cases in which it was felt that a cure could not have been 
obtained by the ordinary methods. All were in fat people. In some cases 
the me-h was used to reinforce the suture line in which it had been possible 
to close the edges of the defect. In these cases it was felt that a simple closure 
of the defect would not have held securely enough to cure the hernia. In 
] case it was impossible to close the defect and the gauze was used as a sub- 
stitute for an abdominal wall just as in the experimental animals. 

The excellent results obtained in these cases lead one to believe that 
cases previously considered inoperable may be cured by this method. The 
patients are delighted with the excellent results obtained. These cases are 
often very miserable and suffer enormous discomfort, not only from the 
feeling of insecurity occasioned by the defect in the abdominal wall and 
the dragging-down sensation associated with it but also from nausea and 
other symptoms. One patient was so miserable that he had contemplated 
suicide because previous attempts to cure his hernia had been unsuccessful 
and he had felt that there was no relief from his discomfort. He is now 
well and happy and leading a useful life. The same is true of the other 
cases in this series. 4 references. 8 figures.—Author’s abstract. 


Operations for Hernia. Technique of Nylon Darn. G. E. Moloney. Rad- 
cliffe Infirmary, Oxford, W. G. Gill, Royal Surrey County Hospital, Guild- 
ford and R. C. Barclay, Horton General Hospital, Banbury, England. Lancet 
2:45-48, July 10, 1948. 

Reviews of the results of hernia surgery during World War IL have 
revealed an alarming number of recurrences but the level of successes has 
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been high, particularly for larger hernias, in those operations where some 
sort of darn or filigree is employed. Most of the common suture materials, 
including silk, thread, silver wire and fascial strips, have been employed 
for the purpose of darning. Although the qualities of the suture materials 
differ, the most important factor in success in all cases is care in operating 
and adherence to a few guiding principles rather than the material used. 
Darning with unabsorbable suture material creates a lattice in the tissue 
which acts as a permanent shield to a weak area. The chief requirements for 
a lattice are that it should be: (1) tailored for the individual; (2) of small 
mesh; (3) well anchored to surrounding tissues; (4) pliant; (5) productive 
of a minimal tissue reaction; (6) technically simple to introduce; (7) un- 
disturbed by the misfortunes of sepsis and so suitable for strangulated cases; 
(8) of permanency in the tissues and not absorbed or dislodged at a later 
date. We have found that nylon satisfies these conditions better than any 
other material. 

Some of the statistics, over an eighteen month period, for nylon darns 
in various types of hernias, were 155 simple cases (4 septic) and 
18 strangulated (1 septic). Inguinal cases were 142 simple (2 septic) and 
13 strangulated (1 septic). A later series of inguinal cases showed an ad- 
ditional two hundred and thirty-nine darns composed of direct, indirect and 
strangulated cases (5 septic). In no case, clean or septic, was the darn ex- 
truded and all septic cases eventually healed soundly. It was necessary to 
lay open two septic repairs, one incisional (which recurred) and one, um- 
bilical, before healing occurred but no nylon was extracted. More than half 
the cases have been seen after six months’ interval, the only recurrence case 
being the septic incisional case cited. No detailed follow-up is made as 
this is only of real value after a five-year interval. 

The technic of darning is detailed and it closely resembles darns of 
other types but the nature of the material calls for a few special points in 
handling. A double strand of No. 7 monofilamentous nylon is mostly em- 
ployed, usually in two layers. Nylon is compared with the other materials 
which have been used for darning and the disadvantages of the other mate- 
rials are detailed. The virtues of a nylon darn are: (A) those in common 

ith some other materials, namely, the darn is tailored for the individual 
case, the mesh can be varied to suit the needs, the sutures can be soundly 
anchored into sound surrounding tissues; the darn is pliant and remains 
permanently in the tissues; (B) the sutures glide easily through the tissues 
and so the darn is rapidly accomplished. There is a minimal tissue reaction 
and, most important, in no case has a darn been dislodged by sepsis, heal- 
ing occurring round and over the fibers of the darn. The ability to withstand 
the misfortune of sepsis makes a nylon darn eminently suitable for strangu- 
lated cases. 12 references. 4 figures.—Author’s abstract. 

(This series show good results with nylon darn. It should be pointed 
out, however, that good results can be and have been obtained by simpler 
methods using interrupted sutures. Nylon darn comes under the heading of 
surgical gadgets and should be reserved for the occasional rather than the 
routine case.—ED. ) 
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28. Peritoneum 
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29. Stomach and Duodenum 


Effect of Vagotomy and of Drugs on Gastric Motility. R. W. Postleth- 
wait, H. V. Hill, Jr., J. R. Chittum and K. S. Grimson, Duke University 
School of Medicine and Duke Hospital, Durham, N.C. Ann. Surg. 128: 
184-94, August 1948. 

Complications following vagotomy, particularly delayed emptying of 
the stomach, were noted early after Dragstedt renewed interest in this treat- 
ment for peptic ulcer. Because gastric retention frequently required second- 
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ary operation, studies were carried out in an attempt to find a medical 
means of relieving this complication. A thin, rubber balloon over the end 
of a tube was passed into the fasting stomach. Fluctuations of intragastric 
pressure were recorded on a kymograph through a water or bromo- 
form manometer. Three groups of studies were carried out: (a) in rabbits 
from eight hours to one year after transthoracic vagotomy; (b) in rabbits 
immediately after bilateral cervieal vagotomy; (c) in patients before and 
up to two and a haif years after vagotomy. The effects of pilocarpine, his- 
tamine, prostigmine, mecholyl, doryl, urocholine and insulin were studied. 
The following conclusions were made: (1) In rabbits, cervical or trans- 
thoracic vagotomy is followed by cessation of motility for twelve to forty- 
eight hours and subsequently by development of abnormal hypermotility 
and retention. (2) Insulin hypoglycemia produces arrest of motility follow- 
ed by hypermotility. The hypermotility is promptly abolished by cervical 
vagotomy. (3) In rabbits during the twelve to forty-eight hour period of 
absent motility after cervical vagotomy, insulin hypoglycemia fails to re- 
store motility. (4) During the subsequent period of hypermotility, several 
days after transthoracic vagotomy in rabbits, insulin abolishes motility for 
about half an hour following which there is restoration of motility like 
that before insulin. (5) During the first twelve to forty-eight hours after 
cervical vagotomy in rabbits. the choline derivatives and pilocarpine ef- 
fectively restore contractions. (6) In uleer patients following vagotomy de- 
crease of amplitude of gastrie contractions oceur, as judged by 300° ce. 
balloon technics but resting intragastric pressure usually slightly increases. 
(7) Dory] and urecholine may restore amplitude and frequency of gastric 
contractions of vagotomized patients toward normal. 18 references. 3 tables. 
3 figures.—duthor’s abstract. 

(Such studies shed valuable light on the proper postoperative manage- 
ment of the vagotomized stomach.——J. M.W.) 


Selective Abdominal Vagotomy. C. Franksson, Karolinska Sjukhuset, 
Stockholm, Sweden. Acta chir, Seandinay. 96:409-12, No. 5, 1948. 

Total vagotomy was performed in 5 cases and selective vagotomy in 
6 cases of duodenal ulcers. The latter operation proved more effective, since 
overproduction of hydrochloric acid was checked without simultaneous re- 
dution of the peristalsis. Portions of the vagi located in the postpyloric 
region, where the acid-secreting glands are abundant, were selected for re- 
section, The prepyloric vagus innervation was left intact and the stomach 
peristalsis was not interfered with. The procedure involved: (1) lifting the 
right and left vagi, separating both from the esophagus; (2) resecting 
the ramus prepyloric (i.e.. the branches going to the stomach): (3) re- 
secting the ramus coeliac in the plexus (selecting only the branches leading 
to the stomach). In all patients the acid concentration was reduced within 
ten days, in 3 cases to the point of achylia. Complete cure followed in 
5 cases and the number of ulcers were reduced in 1. 4 references. 1 figure. 

(/f it proves possible to actually carry out a “selective” vagotomy as 
indicated by the author and thus preserve the beneficial results of the opera- 
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tion without superimposing atonia and retention which so frequently ac- 
company “total” vagotomy, it will be necessary to evaluate the new pro- 
cedure in a carefully controlled large series before supplanting the very 
satisfactory procedure of gastric resection. It would appear that “selective” 
vagotomy will be a much more difficult procedure to execute correctly than 
“total” vagotomy and undoubtedly there is a greater chance of doing an 
inadequate “neurectomy” than with the latter procedure.—J. M. W. ) 


Prolapse of the Gastric Mucosa Through the Pylorie Canal into the 
Duodenum. Report of 16 Cases Diagnosed Roentgenologically. /saac Hall 
Manning. Jr. and George P. Highsmith. Durham, N. C. Gastroenterology 
10:643-59, April 1948. 

Sixteen cases with prolapse of the gastric mucosa through the pyloric 
canal into the duodenum diagnosed roentgenologically were reported and 
reports of 37 cases in the literature to 1947 were reviewed. Prolapse of 
the gastric mucosa was considered to result from increased redundancy of 
the antral mucosa resulting from antral gastritis and interference with nor- 
mal mucosal tautening during antral systole. There was no symptom-com- 
plex characteristic of the condition but abdominal or epigastric distress. 
Burning pain, excessive gas, regurgitation, nausea, vomiting or hematemesis 
were often present. The characteristic roentgenologic finding was the pre- 
sence of a central, circular or irregularly circular filling defect at the 
base of the duodenal bulb. with or without elongation, and narrowing of 
the pyloric channel. Treatment consists of a medical regimen with bland 
diet. antacids, antispasmodics and elimination of contributing causes of 
gastrilis. Surgical treatment is indicated in patients with considerable py- 
lorie obstruction, polyp formation with suspected malignant degeneration, 
ulceration with recurrent hemorrhages not prevented by medical therapy. 
severe anemia due to chronic blood loss. or suspected malignancy. 18 re- 
ferences. 9 figures.—Author’s abstract. 

(This interesting condition is undoubtedly more common than we have 
believed in the past and may well be responsible for symptoms in certain 
patients previously thought to have “functional” disturbances of the 
stomach.—J. M. W.) 


Re-Evaluation of the Role of the Pyloric Antrum in Marginal Peptie 
Ulcers. J. A. Schilling and H. E. Pearse, University of Rochester School 
of Medicine and Dentistry. Rochester, Surg... Gynec. & Obst. 87:225- 
34, August 1948. 

Recent and old literature stresses the functional importance of the py- 
loric antrum in the gastric phase of digestion. The relationships of the py- 
loric antrum to gastric acidity and to peptic ulcers have been reviewed. 
Clinical cases, with old excluded pyloric antra, were the stimulus for the 
present study. Two groups of 10 dogs were selected. A subtotal gastrectomy 
was performed in each dog. with removal of approximately 67 per cent of 
the stomach. An anterior Poyla gastrojejunostomy was performed. utilizing 
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the shortest possible afferent loop to the anastomosis by severing the liga- 
ment of Treitz and mobilizing the duodenum. In one group the pyloric an- 
trum was excluded and left intact. In the second group the pylorus was 
resected. After a two months postoperative interval, the dogs were injected 
daily with histamine in beeswax. Their daily weights, behavior, appetite 
and stools were followed. The incidence of marginal ulcers of the 
two groups of dogs were compared; 9 of 10 dogs with pyloric antra de- 
veloped marginal ulcers; 2 of 8 dogs without pyloric antra have developed 
marginal ulcers. Clinical and pathologic evidence supporting the above 
findings are presented. Weight curves were very useful in the animal in 
determining the presence or absence of an ulcer. This has been particularly 
stressed in recent literature which was reviewed in the paper. From this it 
may be concluded that the pyloric antrum definitely contributes to the in- 
creased instance of marginal peptic ulceration and, accordingly, should be 
removed at the same operation if possible or at a second operation. The 
mechanism of marginal ulceration through exclusion of the pyloric antrum 
is not understood. 91 references. 2 tables. 10 references.—Author’s abstract. 

(The authors present further experimental evidence for the advisability 
of removing all the pylorus when using sub-total gastrectomy in the treat- 
ment of peptic ulcer.—J. M. W.) 


Diverticula of the Stomach. Report of 26 New Cases. S. P. Bralow 
and M. A, Spellberg, University of Illinois College of Medicine and Mich. 
ael Reese Hospital, Chicago, Ill. and Veterans Administration Hospital. 
Hines, Ill. Gastroenterology 2:59-82, July 1948. 

The present report deals with 26 new cases of apparently true di- 
verticula of the stomach and 4 cases of false or acquired diverticula ob- 
tained from 130,000 clinical records covering the admissions for the last 
twelve years at the Veterans Administration Hospital, Hines, Ill. and from 
the available records of the Michael Reese Hospital, Chicago. The estimated 
incidence of diverticula of the stomach at this VA hospital is approximately 
0.015 per cent of the total admissions and 2.6 per cent of 350 gastroscopic 
examinations. The age and sex of these lesions show a wide range in various 
reports. In our series the ages varied from 20 to 73 years. Diverticula have 
heen also reported in a fetus, in 4 month old infants and in children less 
than 7 years of age. In the true diverticula there is no evidence of any 
organic disease as a causative factor but may be due to a congenital defect. 
The acquired is usually found near the pylorus and less frequently in the 
hody of the stomach. These are always secondary to some other disease 
process, either infectious or neoplastic, located in the gastric wall or out- 
side. producing traction on the wall. The radiologic location of seventeen 
true diverticula in our series were located on the posterior wall of the lesser 
curvature of the cardia, while seven were found at the same location in 
the pars media. Two diverticula were noted on the greater curvature of the 
cardia. The importance of diverticula of the stomach to the internist and 
ga-troenterologist lies in its diagnostic difficulties. The symptoms and signs 
are not characteristic and the diagnosis cannot be made without the aid of 
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roentgenograms and gastroscopy. However, a gastric diverticulum may 
cause typical ulcer pain. Another symptom complex we observed was nausea, 
vomiting and loss of weight, which suggested gastric malignancy. Gastro- 
intestinal bleeding is not a rare complication and is thought to be due to 
stagnation in the sac producing trauma by the food particles and the re- 
tention of an acid gastric content. Melena was noted in 5 of our cases and 
hematemesis in 3. Retention of food in the diverticulum may produce gastro- 
spasm, and this coupled with the diverticular gastritis may account for pain. 

The radiologic diagnosis depends on the retention of opaque media 
and is most commonly seen after the stomach empties. Almost all cases re- 
vealed retention after six hours. The best technic for completely filling the 
cardia consists of taking an erect, left oblique, recumbent and Trendelen- 
burg views. The gastroscopic picture as seen in 9 of our patients is so 
characteristic that it can easily be a valuable differentiation from other 
lesions which may confuse the radiographic picture, such as cascade stom- 
ach. The ostium may be perfectly round or oval and may change in size 
during observation. When the diverticulum is large and retains food parti- 
cles, the fluid mixture may be seen exuding from the ostium. Medical re- 
gimen which consists of bland diet, alkalies and antispasmodics should be 
tried first. Gastric lavage and postural drainage may be helpful when re- 
tention in the diverticulum is present. If the symptoms persist or associated 
lesions such as benign or malignant ulceration are found, surgery is indicat- 
ed. Total excision of the diverticulum with inversion of the stump should 
be attempted. The diverticulum is easily missed at surgery because of its 
location and difficulty in locating the small orifice among coarse mucosal 
folds. 56 references. 6 figures. 3 tables.—Author’s abstract. 

(The authors in a carefully prepared and excellent treatise on this 
interesting disorder justly emphasize that many gastric diverticula are 
asymptomatic and before subjecting a patient to surgical removal of a di- 
verticulum the surgeon should be sure that nothing else is responsible for 
the symptoms attributed to the diverticulum.—J. M. W.) 


Results of Partial and Total Gastrectomy in Cancer of the Stomach. 
E. Landelius, The Central Hospital, Gavle, Sweden. Acta chir. Seandinay. 
96:441-60, Fase. 5, 1948. 

The results of examination of 172 patients operated on in Gavle be- 
tween 1929 and 1940 for cancer of the stomach, with special attention to 
13 total gastrectomies are given. Primary mortality was: resection 23 per 
cent, total gastrectomy 54 per cent, five-year cure in 20 to 25 per cent 
of the former, 7 per cent of the latter. Of those discharged in the first 
group, 30 per cent to 33 per cent are alive after five years and 19 per cent 
to 20 per cent after ten years. In the second group, 16 per cent are alive 
after five years, none after ten years. Postoperative examination of the sur- 
vivors shows little or no difficulty in the partially resected but more in a 
number of these subjected total gastrectomy. The danger of recurrence in 
the remaining part of the stomach of the resected patients is worthy of 
note. Examination of 24 total gastrectomies have been done in Boden in 
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recent years. Out of 20 operated on in the same manner for stomach tumors, 
2 died primarily. Many have died secondarily but the survivors without 
metastases show remarkably little difficulty. Description of technic of 
operation in the two series is presented and comparison with results and 
technic in the literature is made. It should be possible to extend the in- 
dications for total gastrectomy and apply them to eases more favorable in 
the early stages. 4 references. 2 tables. 1 diagram.—duthor’s abstract. 

(The author has found that with increasing experience with total 
gastrectomy the original high operative mortality of 54 per cent has been 
reduced to a reasonable rate of 10 per cent. His experience parallels that 
of gastric surgeons in the United States—J. M. W.) 
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The Effect of Tetra-Ethyl Ammonium Chloride on Gastric Secretion and 
Acidity in Peptic Ulcer. Jose M. Ferrer, Jr., College of Physicians and 
Surgeons of Columbia University, New York, N. Y. Surg., Gynec. & 
Obst. 87:76-78, July 1948. 
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30. Small Intestines 


References to Current Articles 
The Recording of Intestinal Motility. E. Leonard Posey, Jr., William H. 
Dearing, William G. Sauer. J. Arnold Bargen and Charles F. Code, 
Mayo Foundation and Mayo Clinic, Rochester, Minn. Proce. Staff Meet., 
Mayo Clin. 23:297-304, July 7. 1948. Describes an apparatus and 
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technic used for the study of normal and abnormal intestinal motility 
and of the effect of various drugs. 3 figures. 

Tumors of the Small Intestine. Howard A. Weinberger and Rudolf M. Pala- 
tauf, Lenox Hill Hospital, New York, N. Y. Surgery 24:35-53, July 
1948. 

Meckel’s Diverticulum. A. V. Migliaccio and Charles Begg. Providence, 
R. I. Am. J. Surg. 76:188-96, August 1948. 


31. Appendix 
References to Current Articles 


Postoperative Serum Sulfonamide and Antibiotic Treatment in Appendiceal 
Peritonitis (Die postoperative Serum-Sulfonamide und antimikrobio- 
tische Behandlung der W urmfortsatzperitonitis). W. Ryffel, Thurganis- 
schen Kantonspital, Miinsterlingen, Switzerland. J. internat. de chir. 8: 
656-711, Mar.-Apr. 1948. Presents a study of over 500 cases of ap- 
pendiceal peritonitis; recommends postoperative treatment with anti- 
biotics, human serum and methionine. 98 references. 13 tables. 1 fig- 
ure. 


32. Colon and Rectum 


One Hundred and Thirty-Seven Consecutive Combined Abdominoperi- 
neal Resections Without Mortality. Thomas E. Jones, John R. Robinson 
and Garner B. Meade, Cleveland Clinic Hospital, Cleveland, O. Arch. Surg. 
56:109-16, January 1948. 

This series consisted of 93 men and 45 women between the ages of 
24 and 75 years (average, 54). In every case spinal anesthesia (metycaine 
hydrochloride) was used and the Miles operation was employed. Alloy steel 
wire sutures were used to close all wounds, and at no time were the sulfona- 
mides or antibiotics used. Within six months prior to the diagnosis of malig- 
nancy, 28 patients complained of hemorrhoids and 75 per cent of these 
were treated surgically within the same period. Weight loss was not a symp- 
tom for at least nine months prior to investigation. Although the sigmoido- 
scope was used in every case for determination of the details of the lesion, 
sigmoidscopic examination for diagnosis was necessary in only 18 cases, 
the lesion being palpable on digital examination in 120 patients. In 100 
patients the lesion was within 10 em. of the anorectal juncture. Biopsy, done 
in only 1 case, was not considered necessary since diagnosis was possible 
by the gross appearance of the lesion. Liver nodules were found at operation 
in 9 and metastatic glands in 4 cases. The colostomy opening was made 
in the midline and on the tenth postoperative day, the excess fat and bowel 
of the opening are trimmed off in order to ensure better eversion of mucosal 
edges and a better colostomy. Hospitalization averaged 22.6 days. 

All surgical specimens consisted of rectosigmoid. rectum and anus. 
Two separate malignant lesions were found in the same specimen in 3 cases 
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and mucosal polyps, separate from the malignant lesion, were noted in 
30 cases. Diverticula were present in 3 cases and sigmoidal endometriosis 
in 2. The lesions ranged in size from 29.0 sq. cm. to 71.25 sq. em. and 
the percentage of rectal circumference involved ranged from 10 to 100 per 
cent. Obstruction of the lumen was partial in 32 cases and complete in 4. 
Only 7 cases had lymphatic node involvement. Forty-nine cases had _peri- 
rectal fat involvement. The use of alloy steel wire sutures in all layers of 
the wound was considered responsible for the extremely low incidence of 
postoperative complications, particularly wound infections which are felt 
to have been the start of the patients’ downward paths a few years ago. 
The incidence for wound infection in the present series was 2 per cent. Dis- 
turbances of the urinary tract was the only eventful feature about the post- 
operative course in 48 per cent. Most often this disturbance took the form 
of infection or retention. Voiding in sufficient amounts usually began on 
the ninth postoperative day although the residual urine might be at least 
100 ce. for several weeks. Satisfactory function was eventually demonstrat- 
ed in the 5 patients with complete atonicity of the bladder. Paralytic ileus 
or a mild obstruction of the small intestines developed in 13 and was sue- 
cessfully handled. in all but 1 case, by using a Miller-Abbott tube. In 4 
patients a delay in healing was occasioned by a fistula of the posterior 
vaginal wall. 


Subtotal Colectomy and Colectomy in Ulcerative Colitis. Sir Hugh 


Devine and John Devine, Melbourne, Australia. Brit. M. J. 4567:127-31, 
July 17, 1948. 

Observations of the surgical treatment of a small series of cases of 
ulcerative colitis are presented and 11 serious cases described. Certain basic 
principles governing this procedure are given. Careful preoperative pre- 
paration is necessary to correct hypoproteinemia and anemia. A graduated 
method must be used so that there is no abrupt functional disruption when 
the colon is removed. No operative stage should be commenced until justi- 
fied by the patient’s condition. No intra-abdominal sutures may be used 
in the infected and thickened colon, The anastomosis between ileum and 
rectum is made with a special enterotome and no sutures, the rectum and 
a small part of the lower sigmoid being mobilized upwards. 

The first case was almost moribund from a fulminating ulcerative co- 
litis with rectal involvement. Conservative surgery offered little hope. A 
stage operation was therefore decided upon, an enterostomy being the first 
step in an ileorectostomy. This patient promptly improved after the ileum 
was connected to the rectum. This continued for eight months while 
the isolated colon was regularly irrigated with sulfonamide solution. Im- 
provement then stopped, indicating that it was time for the colectomy. This 
was done with comparative ease. She began to rapidly improve and the 
badly diseased rectum to clear up four months later. The patient was in 
excellent health six years later. The second case was a failure. Proper pre- 
operative measures to counteract his hypoproteinemia were not carried out. 
There was resulting deficient tissue vitality. He obtained little benefit from 
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his enterostomy and the colectomy was never done. Death resulted from a 
terminal bronchopneumonia. The third case resembled an advanced case of 
tuberculosis. He was handled similarly to the first case and was in ex- 
cellent condition three years later. The remaining cases were all seriously 
ill but all except 2 made good postoperative recovery. One death occurred 
from adynamic ileus immediately after a first-stage modified enterostomy. 
The second death occurred three months after the first-stage from tissue de- 
ficiency and toxemia. 

Asa result of these observations, it is felt that patients with established 
ulcerative colitis should receive early consideration for surgery. An early 
appendicostomy may be beneficial. It functioned well for eighteen years in 
1 of these cases. Early removal of the appendix may be advisable as it may 
be the entry point of infection. It is important to determine early if the 
ascending colon is not involved as early operation is then justifiable and 
the prognosis much better. It is important to determine if the case will prob- 
ably respond to medical treatment. Tissue resistance and repair apparently 
are important factors and should receive better treatment. It is believed 
that ulcerative colitis, like gastric ulcer, should receive early operation if 
there is ulceration and loss of substance of the mucosa and medical treat- 
ment is not being successful. 6 figures. 

( Interesting.—F. W. R.) 


Current Trends in Surgery of the Distal Colon and Rectum for Cancer. 
4. Stephens Graham, Richmond, Va. Ann. Surg. 127:1022-34, May 1948. 

The report is based upon replies to questionnaires and represents the 
opinions of 50 surgeons from thirty-one medical schools and seven clinics: 
10 of whom are preeminent in the field of colon surgery. In general, the 
trend is away from extraperitoneal multistage operations toward a single 
stage primary anastomosis after resection with temporary colostomy. Closed 
methods of anastomosis are favored. Routine surgical decompression at the 
time of or before resection is done by 15 surgeons. Duodenal tube drainage 
is used by 17 surgeons, and Miller-Abbott tube drainage by 5 surgeons. 
Chemotherapy is regularly used by a majority. Streptomycin, given orally, 
as advised by 5, seems at least partially effective against the common in- 
testinal pathogenic organisms and seems more dependable than sulfona- 
mides. 

Anterior resection of the rectosigmoid with immediate restoration of 
continuity is regularly advocated by only 9 surgeons. Forty-one surgeons 
consider the Miles operation the procedure of choice for cancer of the ree- 
tum and of the rectosigmoid. Operations designed to preserve sphincter con- 
trol are thought to allow greater possibility of recurrence than the radical 
procedure, and in many cases do not prevent incontinence. Waugh, how- 
ever, has used the pull-through operation of Babcock and Bacon in over 
100 cases. with a mortality of less than 1 per cent and believes it to be 
as curative as the Miles operation, which, however. he prefers for lesions 
within 5 em. of the anus. To obtain intact sphincter control he has extended 
the use of end to end anastomoses to 5 cm. above the anus. Wangensteen 
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says the pull-through method does not preserve the internal sphincters and 
also comments that it is better to have an artificial anus on the abdomen so 
it may come more directly under the watchful eye of the owner. 44 ref- 
erences. 6 tables. 

(Claude Dixon, who reports 426 anterior resections, (Ann, Surg. 128: 
425, Sept. 1948) uses an open anterior resection with temporary comple- 
mental transversostomy. His mortality of 2.6 per cent for the last 270 cases 
is lower than that usually reported for closed end to end anastomosis for 
lesions of the sigmoid and rectum. However, for a bowel that has not been 
completely emptied, an anastomosis over Furniss pins has the great advant- 
age of preventing soiling. Both sphincters, as well as the puborectalis and 
other parts of the levator ani muscles, may be preserved without difficulty 
in the pull-through operation.—€D. ) 

(Not all surgeons agree as to the superiority of sphincter preserving 
procedure. During a panel discussion at the recent American College of 
Surgeons meeting in Los Angeles, Tom Jones advised a Miles operation for 
cases within 5 inches of the anus.—£D.) 
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University of Illinois College of Medicine, Chicago, Ill. Surgery 24: 
188-211, August 1948. 

Resection of Rectum and Rectosigmoid with Preservation of the Sphincter 
for Benign Spastic Lesions Producing Megacolon. An Experimental 
Study. Orvar Swenson and Alexander H. Bill, Jr., The Children’s 
Hospital and Harvard Medical School, Boston, Mass. Surgery 24:212- 
20, August 1948. 

The Role of Hypertrophy of the Muscularis in the Delayed Onset of Symp- 
toms in Cancer of the Colon. John Armes, University of Oregon Medi- 
cal School, Portland, Ore. Surgery 24:221-30, August 1948. 


33. Intestinal Obstruction 


Acute Intussusception in Childhood. Brenda Morrison and Donald 
Court, Royal Victoria Infirmary, Newcastle-upon-T yne, England. Brit. M. J. 
4555:776-80, Apr. 24, 1948. 

A detailed study was made of 100 consecutive cases of acute intus- 
susception treated at Newcastle during 1944 to 1946. The mortality in those 
receiving treatment in the first twenty-four hours from the onset of illness 
is less than 5 per cent but it rises steeply to 20 per cent or over when the 
disease remains untreated for more than two days. Yet, in this series only 
one-half of the cases seen by the family doctor in the first twenty-four hours 
were admitted to hospital in that period, and of the 80 seen within forty- 
eight hours of onset only 53 had reached hospital by the end of the second 
day. The importance of very careful history taking is emphasized in helping 
earlier diagnosis. The following points may be helpful in clarifying or 
modifying the classic text-book picture. It is usually stated that the condi- 
tion is rare before the weaning age (6 to 9 months) but in this series 3 
per cent were under 3 months of age; 33 per cent between 3 and 6 months; 
16 per cent between 6 and 12 months. Forty-five per cent of the children 
were female, i.e. it is not predominantly a disease of males. Pain of varying 
severity, of intermittent type, was present in 80 per cent during the first 
twenty-four hours and vomiting in 88 per cent but the spontaneous passage 
of blood per rectum occurred in only 56 per cent during this period; in 
24 per cent of cases this crucial diagnostic sign was absent altogether and 
13 of these were not admitted to hospital until on or after the third day. 
Pyrexia of 100 to 104 F. was present in 50 per cent—ifever therefore 
cannot be adduced as evidence in favor of a diagnosis of gastroenteritis. 
By careful palpation by experienced pediatric physicians and surgeons a 
tumor was felt in 88 per cent of the cases but this sign is often difficult to 
obtain and its absence should never delay admission to hospital if the 
history is suspicious. By rectal digital examination a tumor or enteric 
blood may be detected. The anatomic types were as follows: 14 per cent 
ileo-ileal or ileo-ileocolic (2 deaths); 77 per cent ileocolic, ileocecal or 
cecocolic (8 deaths): 4 per cent large bowel (no deaths). 

Treatment was on a team basis, the pediatrician being responsible 
for the conduct of the case, with a special care for resuscitation at all stages 
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of the illness, and full consultation taking place with the surgeon on diag- 
nosis, the best time to operate, and the treatment of complications. Intra- 
venous plasma or serum and saline solutions were given preoperatively to 
any cases with evidence of circulatory collapse or dehydration, and in the 
later part of the series, to all infants under 1 year. Continuous supervision 
in the immediate postoperative period by someone experienced in resuscita- 
tion was considered essential. 

Therapeutic barium or water distension enemata, either alone in re- 
duction or combined with surgery, were not used at all in this series; but 
careful study of reported series by other workers suggest that the mortality 
is more affected by the duration of the illness than by the method of re- 
duction employed; (In Nyborg’s series nearly 90 per cent were treated with- 
in the first two days and he had a very low mortality but in the larger group 
collected by Nordentoft this early treatment was not the case, and the com- 
bined results are less satisfactory than in cases treated by surgery alone.) 
The factors which in our experience determine the outcome of this disease 
are the duration before treatment, the efficiency of preoperative resuscita- 
tion, the age of the child, the anatomic type of the invagination and the 
degree of difficulty encountered in the surgical operation. 8 references. 7 
tables. 1 graph.—Author’s abstract. 

(The clinical picture is that of a plump, healthy infant intermittently 
becoming quiet or dozing until the next severe paroxysm. Diagnosis is con- 
firmed by finding a cylindric abdominal mass, or bloody mucous defeca- 
tions by abdominal and rectal palpation. Retan’s method of reduction by 
careful colonic distention with a thin barium mixture and fluoroscopy has 
become successful in 60 per cent of the patients during the first twenty- 
four hours but may rupture [See also Ravitch and Sabiston, ref. QUART. REV. 
surnG. 5:137 (Feb.) 1948] the bowel later 
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34. Anus 


A Simultaneous Abdominal and Perineal Approach in Operations for 
Imperforate Anus with Atresia of the Rectum and Rectosigmoid. J. 
E. Rhoads, R. L. Pipes and J. Perlingieré Randall, Hospital of the Univer- 
sity of Pennsylvania and Children’s Hospital, Philadelphia, Pa. Aun. Surg. 
127:552-56, March 1948. 

Reports 2 cases of imperforate anus, in which there was atresia of the 
rectum and rectosigmoid and the colon could not be reached safely through 
the perineum. In these cases a combined abdominoperineal operation was 
done in one stage, the surgeon working through both perineal and abdominal 
incisions at the same time. For this operation, the skin of the infant was 
prepared over the entire body from the axillae to the toes. One of the in- 
fants made a good postoperative recovery, with satisfactory function of the 
intestines but died three months later of uremia; autopsy showed bilateral 
hydroureter and hydronephrosis but there was no evidence that the ureters 
had been damaged at the operation. The second infant made a good recoy- 
ery, the perineal colostomy functioning well. The child is well at 8 months of 
age. 7 references. 4 figures. 


Anorectal Infections and the Sequellae, Especially Fistulae and In- 
continence. H. Aronsson, Sabbatsberg Hospital, Stockholm, Sweden. Acta 
chir. Seandinay. 96:182 pp. Suppl. 135, 1948. 

The author suggests a new classification based on the topical origin 
of infection. Accordingly, his 1.052 cases are divided into four groups: 
(1) infections of the sweat and sebaceous glands in the anorectal region. 
These seldom lead to fistulas: (2) infected hemorrhoids or perianal hema- 
tomas in the submucosa or hypoderma. These may lead to fistulas not 
passing through the sphincter; (3) marginal abscesses in the perianal or 
submucous spaces. The fistulas which form here pass through the sphincter 
only occasionally, as a rule between the subeutis and the superficial part 
of the external muscle: (4) inflammation of the ischiorectal fossa. This 
leads to destruction of soft tissues (except for the septa) and necrosis of the 
fatty tissue. Later on the skin or the levator ani may become infiltered, caus- 
ing necrosis of the sphincter or formation of fistulas in the deep part of the 
external muscle. The fistulas (53 cases) appeared as open tubes lined with 
squamous or transitional epithelium: in some cases the epithelium was of the 
columnar type. The inner end of the tube was always connected with one 
of the Morgagni crypts, indicating that infection had originated in the crypts 
and spread from there to the surrounding tissues via the submucosa or hypo- 
derma. The bacteria found were all pathogenic, coming from the intestines 
and therefore available in constant supply. The structure of the ducts of 
these crypts (blind tubes) favored multiplication of the bacteria. Complete 
excision of fistula, including the inner portion with the orifice, was the 
only guarantee against relapse at a higher level, in the anorectal region. 

Prognosis in anorectal infections. Cases without fistulas showed 0.51 
per cent mortality. Surgery was the only effective treatment. Plain incision 
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was sufficient in the majority of eases; excision with splitting of the sphine- 
ter muscle was avoided wherever possible. Recovery was achieved in 63 per 
cent, relapse followed: in 16.6 per cent, fistulas developed in 19.4 per cent. 
Permanent impairment of control, as a result of operation, occurred in 2.9 
per cent of patients. due mostly to the splitting of the sphineter. The fistula 
in the anus region healed in 73.5 per cent, relap-es took place in 18.1 per 
cent, permanent loss of control followed in 11.5 per cent, temporary im- 
pairment was seen in 8.1 per cent of eases. Fistulas in the anorectal region 
gave 94 per cent cures. 6 per cent relapses and 7.7 per cent of temporary 
incontinence (1 case of permanent dysfunction of the flatulent type). In 
this group tubercular infection showed the same incidence (5 per cent) as 
among the general population of Sweden, 

A modified Whitehead operation was used exclusively for excision of 
the inner end of fistula. Division of the sphincter muscle was safe where 
the caudal part of the deep layers of the fibers was affected. The splitting 
of the cranial muscle bundles, especially in the anterior part, usually led 
to loss of control. Splitting of the anal portion of the sphincter muscles 
gave only a mild degree of incontinence. In 11 cases of anorectal incon- 
tinence no cure was achieved. Plastic surgery brought improvement in 2 
cases and failed in 3 others. The m. glutaeus and the fascia lata were used 
as the source of flap. 19 references. 12 tables. 32 figures. 


Ischiorectal Urinary Fistula. Report of a Case. H. G. Cummine and 
VW. S. S. Earlam, The Royal Prince Albert Hospital, Sydney, Australia. 
Australian & New Zealand J. Surg. 17:300-302, April 1948. 

The case of a year old male with 72 numerous superficial fistulas 
(duration, five years) in the buttock region, originating from an ischioree- 
tal fistula extending from the Schwalbe hiatus into the fatty tissue of the 
fossa is presented. A postoperative complication was hypertrophy of a later- 
al lobe of the prostate. Treatment was irrigations (monacrin and gramici- 
din). high vitamin diet, increasing doses of potassium iodide (saturated solu- 
tion) and penicillin (800,000 units in 20,000 unit doses every three hours). 
The discharge decreased and resection of the fossa and removal of its con- 
tent followed. All surface fistulas were opened, forming a single wound. 
The fossa cavity and the wound were dusted with sulfanilamide, the wound 
-ulured and the cavity tamponed with vaseline gauze. Finally, the right pros- 
tate lobe was removed. Massage of the gland, penicillin applications and 
immobilization of patient restored urethral passage of urine. The fistula 
healed except for slight discharge on stress. 4 figures. 


Spasm and Fibrosis of the Sphincter Ani Due To Reflex Action. Francis 
C. Newton and Charles A. Macgregor, Harvard Medical School and Peter 
Bent Brigham Hospital, Boston, Mass. New England J. Med. 239:113-16, 
July 22, 1948. 

Spasm and fibrosis of the anal sphincter associated with a long history 
of marked constipation, tenesmus, mild intermittent abdominal cramps and 
an almost daily intake of catharsis is a rather frequently observed clinical 
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entity about which little has been written but which is important enough 
on occasions to suggest major but unnecessary surgery. Twenty-one cases 
are reviewed in the present study. The majority complained of vague ab- 
dominal discomfort, intermittent mild abdominal cramps, a sense of pelvic 
fullness, anorexia, flatus and marked constipation. All of the symptoms at 
first are of such mild character that the progress of the disease is very in- 
sidious. It is much more prevalent among women than men. On the 21 
cases, 19 were women. All but 2 gave history of marked constipation with 
almost daily catharsis for many years. The self medication varied con- 
siderably but in general consisted of the taking of various forms of mild 
cathartics. For example, 1 patient had taken approximately one-half pint 
of mineral oil daily for fourteen years. 

Physical examination always revealed a marked degree of constric- 
tion and spasm of the anal sphincter. In many instances the examiner was 
unable to introduce even the tip of his finger without causing considerable 
pain. Both the internal and external sphincters were found to be spastic, 
hypertrophied, hard and hyperirritable. The treatment advocated consists 
of anal dilatation under a general anesthesia. This is carried out very slowly 
until one is able to insert four or five fingers to their full depth with ease. 
Frequently one is forced to partially incise the external sphincter in the 
midline posteriorly because of a shelf-like hyperplasia or even fibrosis of 
the tissue. This will be felt as a firm unyielding ring just below (caudad 
to) the mucocutaneous junction. Local injections of an anesthetic are con- 


sidered unnecessary since the dilatation itself eliminates painful spasm of 
the sphincter. Beginning on the fourth day in the uncomplicated case, rectal 
dilatation should be performed daily, either digitally or by the use of 
Young’s dilators. These consist of a series of graduated dilators and may 
be passed by the patient with the aid of a small amount of lubricating 
jelly. The daily dilatation should be continued as long as is required to 
reestablish normal bowel habits. 6 references. 5 figures.—Author’s abstract. 
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The Physiology of Fecal Continence. Eugene A. Gaston, Framingham, Mass. 
Surg., Gynec. & Obst. 87:280-90, September 1948. 


35. Liver and Biliary Tract 


Syndrome of the Hepatic Duct (the Hepatic Syndrome) (Sindrome 
del conducto hepatico [sindrome hepaticiano|). P. L. Mirizzi, Cordoba, Ar- 
gentina. J. internat. de chir. ®:731-77, May-June 1948. 

The author advances a theory attributing a protective function to the 
contractile muscular mechanism of the common hepatic duct, whose mus- 
cular layer consists of rows of circular or screw-shaped bundles of fibers. 
A twofold function is assumed: (1) propelling of the bile toward the duo- 
denum; (2) controlling the amount of bile passing into circulation, by a 
two-phase action: (a) diastola, (b) cystola. In cholangitis (without stone 
formation) and other conditions leading to dilation of the duct, the pro- 
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tective action would account for reduced duration and intensity of contrac- 
tion. In hepatic syndrome, however, this mechanism is impaired due to 
stasis, hence the spastic condition of the muscles. Recovery is often spon- 
taneous. Dilation of the duct with a duodenal tube is effective in most cases. 
Surgery is seldom needed. 


(This is purely hypothetic.—a. 0. w.) 


Two Operatively Treated Cases of Hemangioma of the Liver. P. Alsén, 
Molndal, Sweden. Acta chir. Scandinav. 96:403-408, Fase. 5, 1948. 

Two cases of hemangiomas of the liver were operated upon, measur- 
ing 11 by 13 and 13 by 13 cm. in women, aged 63 and 58 respectively. 
The symptoms were physical discomfort after meals, probably due to tumor 
pressure. In the first case, the right lobe was affected and the tumor benign. 
In the second case, the growth was in the left lobe and malignancy was 
showed histologically but no definite diagnosis made. When last seen the 
patients were well. 4 references. 2 figures. 
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Routine Use of Operative Cholangiography. Philip F. Partington and Mau- 
rice D. Sachs, Crile V. A. Hospital and Western Reserve Medical 
School, Cleveland, O. Surg., Gynec. & Obst. 87:299-307, September 
1948. 

Four Hundred Consecutive Cases of Jaundice. Carl A. Bachhuber and Al- 
fred E. Gilbert, Los Angeles County General Hospital and College 
of Medical Evangelists, Los Angeles, Calif. Am. J. Surg. 76:144-49, 
August 1948. 

Liver Function Tests in Cases Treated with Thiouracil Compounds. John 
Goodwin, University of Sheffield and Royal Infirmary, Sheffield, Eng- 
land. Brit. M. J. 4566:67, July 10, 1948. 

Intrahepatic Cholangiojejunostomy with Partial Hepatectomy for Biliary 
Obstruction. W. P. Longmire, Jr. and M. C. Sanford, Johns Hopkins 
School of Medicine and Hospital, Baltimore, Md. Surgery 24:264-76, 
August 1948. 

Intravenous Cholecystography with Tetraiodophthalic Fluorescein. George 
FE. Moore and Marcus J. Smith, University of Minnesota Medical 
School, Minneapolis, Minn. Surgery 24:17-21, July 1948. 

Preoperative and Postoperative Treatment in Hepato-Biliary Disease. B. O. 
C. Pribram, New York, N. Y. S. Clin. North America 28:493-507, 
April 1948. 

Carcinoma of the Liver. Primary and Secondary. Bentley P. Coleock, Lahey 
Clinie, Boston, Mass. S. Clin. North America 28:673-78, June 1948. 

Choledochostomy. Its Place in Surgery of the Biliary Tract. Bentley P. 
Coleock, Lahey Clinic, Boston, Mass. S. Clin. North America 28:641- 
AT, June 1948. 

Injuries to the Bile Ducts. Frank H. Lahey, Lahey Clinic, Boston, Mass. 
S. Clin. North America 28:649-58, June 1948. 
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The Use of a Long T-Tube in Surgery of the Biliary Tract. Richard B. 
Cattell, Lahey Clinic, Boston, Mass. $. Clin. North America 28:659- 
68, June 1948. 

Tumors of the Gallbladder. Neil W. Swinton and Walter F. Becker, Lahey 
Clinie, Boston, Mass. S. Clin. North America 28:669-72, June 1948. 

Diagnosis of Diseases of the Gallbladder. David Me.C. MeKell, Jr., Lahey 
Clinic, Boston, Mass. S. Clin. North America 28:569-74, June 1948. 

Preparation of the Jaundiced Patient for Surgery. Frances H. Smith, Lahey 
Clinic, Boston, Mass. S. Clin. North America 28:619-25, June 1948. 

Gallstones. A Surgical:Problem. Samuel F. Marshall. Lahey Clinic, Boston, 
Mass. S. Clin. North America 28:627-32, June 1948. 

The Acute Gallbladder. Samuel F. Marshall and E. S. Phillips. Lahey 
Clinic, Boston, Mass. S. Clin. North America 28:633-39, June 1948. 

Method of Making Tubes of Polyethylene Film for Use in Anastomosis of 
the Common Bile Duct, Trachea, and Pelvic Colon. John H. Grindlay. 
Mayo Foundation, Rochester, Minn. Surgery 24:22-29, July 1948. 


36. Pancreas 


Aseptic Necrosis of Pancreas Due To Arterial Thrombosis in Malignant 
Hypertension, Walter Pagel and A. L. Woolf, Central Middlesex County 
Hospital, Middlesex, England. Brit. M. J. 4548:442-43, Mar. 6, 1948. 

The possibility of a vascular factor in the production of acute pancrea- 
titis has long been suspected but the few cases reported of spontaneously 
occurring or experimentally achieved obstruction of the pancreatic arterial 
supply, have been followed by discrete necrosis without either the spread- 
ing tendency or the fat necroses of acute pancreatitis. The case reported 
resembles those of Chiari (1900) and Rossle (1921) in being associated 
with primary arterial thrombosis. It concerned a middle aged man with a 
history of a few weeks epigastric pain, radiating to the back of the chest 
and associated with nausea. There had been a similar attack one year pre- 
viously. Clinical examination led to a diagnosis of malignant hyperte nsion 
with increasing uremia terminating in coma. Necropsy revealed evidence 
of uremia and hypertension with a variegated renal cortical pattern and 
extensive hyaline fibrinoid infiltration of the afferent glomerular arterioles 
on microscopy. The pancreas was swollen and harder than normal. On the 
surface and on cut section, there were ten small and one large (3.2. by 
1.2 em.) anemic infaret: sharply demarcated by a narrow hemorrhagic mar- 
gin. There was no visible fat necrosis or diffuse hemorrhage. Histology re- 
vealed severe arteriolosclerosis, many arterioles showing complete or partial 
obstruction by parietal thrombosis. These vessels, which were present both 
within and outside the necrotic foci, invariably showed maximal change 
in the inner layers, a reversal of the gradient observed by Rich and Duff 
(1936) in pancreatitis, where the effects of tryptic digestion proceed from 
the adventitia inwards. A “vital reaction” surrounding the necrotic foci 
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excludes the possibility of postmortem autolysis being responsible for the 
changes. The case clinically and morbid anatomically contrasts sharply with 
the findings in acute pancreatitis. 8 referenes.—A. L. Woolf. 


Radical Resection of Head of Pancreas and Total Pancreatectomy. 
John M. Waugh, Mayo Clinic, Rochester, Minn, J. A. M. A, 137:141-44, 
May 8, 1948. 

An analysis of 49 cases of radical resection of the head of the pan- 
creas or of total pancreatectomy is made to evaluate results. There were 
6 cases of total pancreatectomy, with 1 death. A modified Whipple opera- 
tion was done in 43 cases, with 12 operative deaths. The lower mortality 
rate of the total operation is explained by the fact that the procedure adds 
little to resection of the head, and that leakage from a pancreatic stump 
is obviated. Resection is advised for lesions which can be removed in that 
manner because metabolic changes of total excision outweigh the advantages 
of the more radical procedure. Operation was done for benign disease in 
11] cases with more than twice the operative mortality of operation for malig- 
nancy. In pancreatitis, adherence of the inflammatory mass to the superior 
mesenteric vein increases the technical difficulty and may lead to hemor- 
rhage—as in two cases. There were no operative deaths after total pancrea- 
tectomy for chronic pancreatitis. Operation should be deferred in the acute 
and subacute stages of the disease. Indications for resection and for total 
pancreatectomy in chronic pancreatitis are listed. Total pancreatectomy was 
done in 3 cases for benign islet cell tumor. Indications for the total opera- 
tion are explained, Operation for malignancy was done in 38 cases. Radical 
resection of the head was done in 37 cases, and total excision in 1. There 
were 8 operative deaths, and 6 postoperative deaths. Of the 24 survivors, 
9 patients were living at the ‘ime of follow-up at least fourteen months 
later. Three of 14 cases surviving operation for carcinoma of the head of 
the pancreas were still alive, although 2 had had lymph node involvement. 
Five of 8 patients surviving operation for carcinoma of the ampulla of 
Vater had been living an average of twenty-eight months at the time of 
inquiry. Radical resection is advised in every possible case in hope of cure. 
Jaundice is an indication for exploration unless the evidence for medical 
management is incontrovertible. The one stage procedure is perferred when 
the patient’s condition permits. Technics of restoring continuity after re- 
section of the duodenum and of the head of the pancreas, and after total 
pancreatectomy are illustrated in diagrams. 13 references. 6 tables. 2 fig- 
ures, 


Paroxysmal Spontaneous Hypoglycemia Treated by Subtotal Resee- 
tion of the Normal Pancreas. \. Alwall and H. B. Wulff, University of 
Lund, Lund, Sweden. Acta chir. Seandinay. 96:435-40, Fase. 5, 1948. 

Severe intermittent hypoglycemia (fasting blood sugar down to 30 
mg. per cent), in a laborer aged 36, was treated by removal of over three- 
fourths of the gland. The route of the lesser omentum was used, with split- 
ting of the gastrocolic ligament. This radical operation was done: (1) as 
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a precaution against any degree of insuloma which may have escaped at- 
tention; (2) as a means of reducing insulin overproduction to a minimum, 
since this seemed to be the only etiologic factor, in the absence of 
v. Giercke’s disease or any other glandular dysfunction, including the pan- 
creas. The liver and the cardiovascular system were normal. Serial sections 
of the pancreas confirmed normalcy of the removed part. A twenty-month 
follow-up showed, however, only an alleviation of the attacks (both in in- 
tensity and frequency). The fasting blood sugar became normal. The pos- 
sibility of a small benign tumor in the remaining portion of the pancreas 
was not excluded. 8 references. | figure. 
(An adenoma might be found in the head of the pancreas.—t.6.0.) 


The Problem of Peptic Ulcer Following Pancreatectomy. Frederick M. 
Owens, Jr., University of Chicago, Chicago, Ill. Ann. Surg. 128:15-20, July 
1948. 

Mann and Williamson in 1923 demonstrated, in dogs, that after an 
operation shortcircuiting the alkaline duodenal contents, bile and pancrea- 
tic juice into the lower small bowel, a marginal jejunal ulcer forms at the 
site of gastrojejunostomy, due to the action of unneutralized gastric juice. 
Peptic ulcers may form in like manner in man following pancreatoduodenec- 
tomy in which the bile duct is anastomosed pancreatic duct, in case of sub- 
total pancreatectomy, is ligated. Three cases are cited. The first case was 
that of a man aged 59 years who was subjected to total pancreatectomy 
because of severe chronic pancreatitis caused by obstruction of the pancrea- 
tic duct by an intraductile papilloma. The continuity of the gastrointestinal 
tract was restored by using a proximal anterior gastrojejunostomy, a distal 
choledochojejunostomy and an intermediate jejunojejunostomy. The patient 
remained well until four months after operation when he had a sudden per- 
foration of a marginal jejunal ulcer adjacent to the gastrojejunostomy. The 
patient succumbed. The enteroanastomosis designed to protect the biliary 
system from gastric and intestinal content had diverted the bile from the 
gastroenterostomy stoma leaving the jejunal mucosa to the direct action of 
unneutralized gastric juice. A second man died of carcinomatosis six weeks 
after resection of the head and neck of the pancreas for carcinoma. At 
autopsy a benign ulcer with a sinus was found on the lesser curvature of 
the stomach. The reconstruction in this case was similar to that in the pre- 
vious case. The transected neck of the pancreas was ligated. 

The third patient had a resection of the head and neck of the pan- 
creas. A proximal gastroenterostomy, a distal cholecystenterostomy and cho- 
ledochoenterostomy, and an intermediate entero-enterostomy were perform- 
ed. Closure of the pancreatic ducts was affected by ligation and suture of 
the transected end of the pancreas. The patient made a satisfactory recovery 
but returned a month later complaining of recurrent epigastric pain coming 
on about two or three hours after meals. Roentgen ray examination of the 
upper gastrointestinal tract failed to reveal any evidence of ulcer but there 
was a persistent deformity along the lesser curvature of the stomach which 
was suspicious but not a typical ulcer pattern. The patient responded well 
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to a modified ulcer diet with the addition of magnesium and calcium car- 
bonate powders. He has remained asymptomatic on a modified ulcer diet. 
In each of the 3 cases cited the operative repair was such that a situation 
was created which was similar to that in the Mann-Williamson dog. The 
sequence of the repair is extremely important in avoiding this situation. 
Wherever possible the pancreatic duct should be implanted into the proxi- 
mal jejunum and the common bile duct should be anastomosed to the jeju- 
num in the region of the pancreatodochojejunostomy. Some distance distal 
to these anastomoses the gastroejunostomy should be performed. Reconstruc- 
tion carried out in this manner utilizes to a maximum the neutralizing ef- 
fects of the bile and pancreatic juice, and at the same time affords pro- 
tection of the biliary passages. The use of vagotomy in conjunction with 
this operation is not advisable for it has limited effectiveness in such cases 
and if performed is a considerable addition to an already formidable opera- 
tion. 9 references. 3 figures.—Author’s abstract. 

(This author gives another good reason why choledochojejunostomy 
and pancreaticojejunostomy should be made several centimeters proximal 
to gastrojejunostomy following pancreaticoduodenectomy or pancreatectomy 


—T. G. 0.) 
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Ill. Surg., Gynec. & Obst. 87:79-82, July 1948. 

Acute Pancreatitis. Kenneth W. Warren, Lahey Clinic, Boston, Mass. S. 
Clin. North America 28:741-51, June 1948. 

Pancreatic Cysts. Kenneth W. Warren, Lahey Clinic, Boston, Mass. S. Clin. 
North America 28:753-60, June 1948. 

Pancreatic Cyst. Internal Drainage Utilizing the Roux Principle. Anthony 
V. Migliaccio and Edmund C. Laurelli, Rhode Island Hospital, Provi- 
dence, R. I. Surgery 24:54-56, July 1948. 

The Relation of Pancreatic Secretion to Peptic Ulcer Formation. Effect of 
Pancreatectomy, Ligation of Pancreatic Ducts and Diabetes on the Pro- 
duction of Histamine-Induced Ulcers in the Dog. Edgar J. Poth, Louis 
J. Manhoff, Jr. and A. William DeLoach, University of Texas, Galves- 
tion, Tex. Surgery 24:62-69, July 1948. 
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37. Spleen 
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The Value of Splenectomy in Haematological Disorders. C. W. Holland, 
Halifax, N. S.. Canada. Canad. M. A. J. 59:13-18, July 1948. 
Idiopathic Hypersplenism. Report of a Case. Robert Semple, Middle- 
sex Hospital, Middlesex, England. Brit. M. J. 4566:72-74, July 10, 
1948. 
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38. Genitourinary Surgery 


Immediate Prostactectomy for Retention of Urine. G. 4. Bagot Walt- 
ers, County Hospital. Lincoln, England. Brit. M. J. 4552:638-40, Apr. 3, 
1948. 

Review of a consecutive series of 141 cases of benign prostatic hyper- 
trophy indicates that 138 (98 per cent) were treated by immediate radical 
operation, suprapubic prostatectomy by Hey or Millin method being used 
in 115 and periurethral prostatectomy (cold punch) in 23. The 9 deaths 
with the first procedure and 1 death with the latter gave a mortality inci- 
dence of 7.2 per cent. All 3 patients not treated surgically died. No per- 
manent suprapubic cystotomies were done. Acute retention was present in 
70 of the series: chronic retention with overflow in 27: and prostatic syn- 
drome was evident in 41. A comparison with two previous series treated 
surgically only after decompression of the bladder or by open drainage 
shows the mortality rates for these two series to be appreciably higher. Ex- 
cept in rare instances. drainage preoperatively by catheter or suprapubic 
tube is unnecessary and undesirable. In the author's experience catheteriza- 
tion prior to admission was likely to cause trouble in convalescence, The 
satisfactory results with immediate prostatectomy warrant an extended trial. 
With these patients, details of treatment are of great importance since the 
elderly and debilitated patient may be endangered by even a comparatively 

: trivial setback (blocked catheter for example). Patients are ambulatory on 

; the first postoperative day and usually discharged between the twelfth and 
sixteenth days. 10 references. 2 tables. 

(The term “radical”, as used by this author, is not to be confused 

with what is meant by the radical operation for early cancer or the prostate. 

—ED.) 


Hydatid Cyst of the Right Kidney. J. B. G. Muir, Hobart. Tasmania. 
Australian & New Zealand J. Surg. 17:305-306, April 1948. 

A rare case of a hydatid cyst, with numerous daughter cysts is report- 
ed. There was persistent intermittent pain in the right loin, radiating into 
the groin (eight years). Attacks were caused by repeated ruptures of the 
parent cyst, the contents spilling into the renal pelvis and the daughter cysts 
escaping down the ureter into the urine (pieces of tissue). Hematuria and 
renal colics were present. The white blood cells count -howed 4 per cent 
eosinophils. The -kin gave a positive Casoni test. Incision of the right loin 
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and resection of the twelfth rib, in order to resect the upper pole of the 
kidney (location of cyst) and remove the kidney intact without rupturing 
the cyst was done. 1 figure. 


Epithelioma of Scrotum. Archie L. Dean, Memorial Hospital. New 
York, N. Y. J. Urol. 61:508-18, September 1948. 

In the 27 cases of scrotal epithelioma discussed here, the most common 
cause was contact with petroleum and its products, particularly in the re- 
fineries. However, exposure to other cancerigenic agents (tar. pitch, soot 
and crude wool) accounted for some of the cases. Eight patients were em- 
ployed where such occupational hazards were lacking but 2 of these had re- 
ceived Fowler's solution for psoriasis and 1 other had had repeated roent- 
gen irradiation of the scrotum (followed by telangiectases, fibrosis and 
neoplasm). Eight patients exhibited primary cancers as well as the scrotal 
cancers. Usually a warty growth developed on the most dependent portion 
of the scrotum following many years’ exposure to the cancerigenic agent. 
Pain and ulceration then appeared within three to twelve months and in 
some cases metastatic nodules were evident in the groins one year later. 
Most of the tumors were squamous carcinoma, grade 2. Any suspicious 
case should be subjected to biopsy promptly. The treatment of choice is 
wide surgical excision, carried out promptly after diagnosis. Involvement of 
the inguinal nodes requires radical groin dissections but if involvement is 
doubtful and the patient can be carefully observed, radical groin dissection 
may be postponed until microscopic verification of groin metastases is ob- 
tained. When this practice has been followed. there has been, at this hospi- 
tal, no cases of subsequent spread of the metastatic processes beyond the 
nodes under study. Demonstrable metastases were absent at initial exami- 
nation in 11 of the 27 patients; 4 of these are alive five or more years after 
treatment. Metastatic processes were demonstrable in 16 patients at the first 
examination; 2 of these are living five or more years following treatment. 
Eleven of the cases are briefly reported. 2 tables. 7 figures. 
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Total Cystectomy in the Treatment of Vesical Carcinoma. Deward O. Ferris 
and James T. Priestley, Mayo Clinic, Rochester, Minn. J. Urol. 60: 
98-106, July 1948. 

Infiltrating Carcinoma of the Bladder. Curability by Total Cystectomy. 
Hugh J. Jewett and Evan L. Lewis, Johns Hopkins Hospital, Balti- 
more, Md. J. Urol. 60:107-12, July 1948. 

A New Hemostatic Catheter Bag for Use After Prostatectomy. M. Leopold 
Brodny, Beth Israel Hospital, Boston, Mass. J. Urol. 60:119-21, July 
1948. 

Hemolysis During Transurethral Prostatic Resection. R. G. Bunge and Ade- 
laide P. Barer, State University of lowa College of Medicine, lowa City, 
la. J. Urol. 60:122-23, July 1948. 

Conservative Surgery of the Upper Urinary Tract. William J. Baker, St. 
Luke’s Hospital and Cook County Hospital, Chicago, Ill. J. Urol. 60: 
197-215, August 1948. 

Effect of Renal Decapsulation in Experimental Mercury Nephrosis. C. W. 
Vermeulen and C. R. Snead, University of Illinois College of Medicine, 
Chicago, Ill. J. Urol. 60:216-20, August 1948. 

Injuries of the Genito-Urinary Tract. John B. Wear, Madison, Wis. J. Urol. 
60:280-86, August 1948. 

Incontinence of Urine in the Aged. Thomas S. Wilson, Cornwall County 
Council, Cornwall, England. Lancet 2:374-77, Sept. 4, 1948. 

Recent Trends in Treatment of Prostatic Obstruction. Arthur Jacobs, Glas- 
gow Royal Infirmary, Glasgow, Scotland. Brit. M. J. 4564:1231-34, 
June 26, 1948. 

The Surgical Pathology of Renal Tuberculosis. Cuthbert E. Dukes, St. 
Mark’s Hospital, London. Ann. Roy. Coll. Surgeons 2:299-309, June 

1948. 


39. Gynecologic Surgery 


Preservation of Function in Cystic and Sclerotic Ovaries. Report of 
Sixteen Cases of Single Ovary. Philip Jacobson, Petersburg General Hospi- 
tal, Petersburg, Va. Surg., Gynec. & Obst. 87:31-43, July 1948. 

The chief cause of ovarian failure is unruptured follicles. These may 
be large or small. When large they are easily discerned but those that do not 
disturb the exterior of the ovary, even though they might occupy one-third 
to one-half of its interior, are usually not recognized. Hence an ovary that 
may appear to be normal outwardly may contain static follicles which in- 
terfere with the circulation and innervation. This is especially true when 
they are located high up between the white lines which are the junction of 
the peritoneum and the ovarian epithelium. This is right where the vessels 
and nerves enter the ovary and is literally the life line of that organ. The 
cortex here is thick and unyielding, hence unruptured follicles occupy the 
spaces assigned to the soft structures and thus become impediments to ovar- 
ian function. To prove that such ovaries are amenable to surgical therapy, 
the single degenerating ovary remaining after both tubes and the other ovary 
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had been removed presumably for pelvic inflammatory disease, was ex- 
plored in 16 cases with return of function in every one. It is not claimed 
that this restoration of function will be permanent as some of the factors 
responsible for the downfall of this one ovary are still in operation, the 
principal one being that one ovary is physically incapable of carrying on 
for long the work of two. But it does denote that when two ovaries are 
present the likelihood for continuing function after they have been given 
a fresh start is immeasurably greater and this has been found true in a 
much larger. series of cases. Since the total ovarian mass has been halved 
one ovary cannot meet the increased demand upon it. Unlike the lung, kid- 
ney and testicle the ovary is the only organ that does not maintain the same 
physical state continuously and the continuous rise and fall of follicles 
which is always altering the internal physical pattern is a constant threat 
to its function. These go on much too rapidly for one ovary to accommo- 
date. 

There is seldom need for removing any of the internal genitalia when 
these are affected by benign enlargements, nonproliferative cysts such as 
dermoids and hemorrhagic cysts, or chronic infections. Surgeons are too 
prone to sacrifice the permanent mental and physical security of the fe- 
male for temporary release from discomforts. Such conservative measures 
as the extended myomectomy and cystectomy of Bonney, Falk’s tubal divis- 
ion for salpingitis and exploration of the ovaries, the technic of which is 
outlined in this article can, in the majority of instances salvage organs which 
at first seem hopeless and to have no further usefulness. This requires of 
the surgeon that he should pause and study the pattern of each malfor- 
mation before attaching the fatal clamps. The illustrations depict the me- 
chanism of vascular occlusion in the ovary and the technic for exploring 
an organ which externally appears to be entirely normal but contains static 
follicles. These may be the cause of ovarian pain which so often simulate 
the symptoms of appendicitis especially in teen age girls and accounts for 
the frequent appendectomies which are succeeded by oophorectomy and its 
distressing sequelae. Far too many ovaries are removed which could have 
been saved, and this technic is equally applicable to enlarged cystic ovaries. 
One reason is that pathologists are unable to estimate the function left in 
any ovary by examining sections which do not reveal the internal stresses 
and pressures nor the state of the circulation. These can be appraised only 
while the organ is in place. Exploration of the ovary is advanced as another 
conservative gynecologic measure. Partial resection of an ovary is pointless 
since the remainder may have the same handicaps. Even the preservation 
of one ovary is better than none, for with all its hazards, it still postpones 
the climacteric if the uterus is retained. Artificial menopause, no matter 
how created, is no light matter and one which the masculine mind grasps 
with difficulty, if, indeed he does at all. It is certainly not as innocent 
and free from physical and mental discomforts as is popularly believed. 
14 references. 11] figures.—Author’s abstract. 

(This is another important and timely contribution in the battle against 
indiscriminate sacrifice of the female gonads.—a. W. B.) 
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Stress Incontinence in the Female. P. 4. Treahy and H. K. Pacey, 
Wellington, New Zealand. Australian & New Zealand J. Surg. 17:247-52, 
April 1948. 

In 13 surgically treated cases control was fully regained. Operation 
consisted of the following steps: (1) vagina opened, bladder and urethra 
detached from the pubocervieal fascia (lateral approach); (2) urethra 
resected up to the os pubis and the ischiopubic ramus: (3) vaginal mucosa 
lifted so as to gain access to the paraurethral fossa; (4) edges of the pair 

‘of pubococeygeus muscles are sutured until the urethra is compressed to 
the desired degree; (5) suturing continued in the backward direction and 
the bladder lifted into the pelvis: (6) the hernial gap closed and the pubo- 
cervical fascia sutured, zlso the vaginal walls: (7) catheter inserted, for 
continuous drainage. 
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40. Vascular Surgery 
The Effects of Priscol (2-Benzyl-4, 5-Imidazoline HCl) on Peripheral 


Vascular Diseases, Hypertension and Circulation in Patients. A. S. Grim- 
son, M. J. Reardon, F. A. Marzoni and J. P. Hendrix, Duke University 
School of Medicine, Durham, N. C. Ann, Surg. 127:968-91, May 1948. 

Adrenolytic and sympatholytic drugs have been known and investigated 
for many years. By blocking action of adrenalin or blocking effector sym- 
pathetic pathways these drugs might aid study, diagnosis or treatment of 
paraganglioma, pheochromocytoma, peripheral vascular diseases or hyper- 
tension, Clinical experiences with one of these drugs (Priscol) during 
periods of treatment not exceeding nine months have been encouraging. Sin- 
gle doses of 25 to 75 mg., evidently with few exceptions, produce changes : 
in circulation of limbs equivalent to those produced by sympathetic block 
or sympathectomy. Continuing treatment by this dose schedule maintains 
benefit but does not entirely equal the effect of sympathectomy. Results in 
treatment of Raynaud’s disease have been encouraging and unless evidence 
of toxicity or tolerance develops, sympathectomy is no longer recommended 
by us. Results in treatment of vasospastic ischemic extremity problems and 
causalgia states have been encouraging. Results in treatment of throm- 
hoangiitis obliterans and arteriosclerotic peripheral vascular disease are 
less easily evaluated. At present treatment is limited to patients refusing 
sympathectomy or those with complications contraindicating sympathectomy. 
Treatment has been and is currently being offered to patients with 
peripheral vascular disease complicated by coronary heart disease. Never- 
theless, theoretically at least, harm may develop from drug action on the 
heart. Doses of Priscol over 75 mg. should be avoided in patients 
with known obstructive disease of coronary or other arteries since reduction 
of blood pressure might occur with adverse effects. 


Attempted treatment of hypertension by Priscol in dose ranges up to 
75 mg. every two hours has yielded encouraging results in only a few in- 
stances. Similarly, use of a Priscol test for hypertension or of Priscol treat- 
ment a week or more in the hospital has not aided prediction of results of 
sympathectomy. Doses between 100 and 200 mg. blocked pressor responses 
to placing a hand in ice water or to breath holding. Postural hypotension 
develops after sympathectomy for hypertension. Postural hypotension ob- 
served after large doses of Priscol equals or exceeds that after subtotal to 
total paravertebral sympathectomy. Occasional observations in the absence 
of sympathetic innervation have indicated that Priscol may have a periph- 
eral and perhaps histamine-like effect. Patients who have had sympathec- 
tomy. for such diseases as Raynaud’s, state that the drug makes their hands 
feel warmer and more comfortable. One completely transplanted skin tube 
increased in temperature after Priscol. From experimental evidence in ani- 
mals it would appear that Priscol may have histamine-like action in ad- 
dition to its potent andrenolytic and sympatholytic properties. 27 references. 
l table. 1 figure.—Author’s abstract. 
(The use of systemic vasodilators even though effectual in producing 
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vasodilatation probably is of doubtful value in peripheral arterial disease, 
because by causing a generalized peripheral vasodilatation the desired ef- 
fect in the involved extremity may be minimal or actually less than would 
occur if a normal systemic vasomotor tone were maintained. Certainly, the 
results cannot be comparable to the selective vasodilatation obtained by 
abolition of the sympathetic impulses to the involved extremities. This has 
been substantiated both by clinical and experimental observations. Theoreti- 
cally, systemic vasodilators should be of value in the treatment of hyper- 
tension.—ED. ) 
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41. Arteries 


The Syndrome of Thrombotic Obliteration of the Aortic Bifurcation. 
René Leriche and André Morel. Romans, France. Ann. Surg. 127:193-206, 
February 1948. 

In 1940 Leriche described a new pathologic syndrome due to throm- 
hotic obliteration of the aortic bifureation. It is characterized by fatigabili- 
ty of both lower limbs on walking or even on standing, pain in the thighs 
on exertion, impotence in the male, pallor of the legs and feet even when 
the patient is standing, becoming more striking (ivory-like) when the legs 
are raised to the vertical, atrophy of both lower limbs which is sometimes 
difficult to determine. No pulse can be felt in the leg. in the groin or in 
the iliac artery; the pulse of the aorta is high up, above the umbilicus. 
Oscillometric tests show no oscillations in the leg or thigh, a slight thrill 
near to Poupart’s ligament. If the diagnosis is made when the patient is 
young (under 40 years of age) and before there are advanced tissue changes 
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in the limbs, a radical operation can be done. This consists in dissection 
of the external, internal and common iliae arteries, freeing of the bifurca- 
tion and removal en bloe of the aortic bifureation and its obliterated subse- 
quent branches through a left subperitoneal iliac approach. The left lumbar 
sympathetic chain is also removed. And if the right lumbar sympathetic 
chain can be sectioned through the same incision, this is also done; if the 
approach is too difficult at this stage, a right lumbar ganglionectomy is 
done a few days later through a similar incision on the right side. If diagno- 
sis is made after the age of 40, when there are beginning trophic changes 
in the lower limbs and definite atrophy of the muscles, an aortectomy often 
cannot be done, as the iliac arteries may be embedded in a dense peri-aorti- 
tis, and the aortic bifurcation may be adherent to the vertebral column and 
to the vena cava. In these cases, removal of the first and second right lumbar 
ganglia can be done through a high located incision (under the twelfth rib) 
at the first stage: a few days later as extensive a removal as possible of the 
left lumber chain is done through a left iliac approach. At this stage the 
aortic bifurcation and iliac arteries can be inspected and if dissection of 
these blood vessels and aortectomy are found to be possible without risk. 
the operation may be done as in the younger group of patients. The opera- 
tion on the sympathetic innervation usually results in remarkable functional 
improvement. In still older patients with more advanced lesions and possi- 
bly gangrene or pregangrene, careful treatment of the local lesions is neces- 
sary. The operative procedures should be carried out in several stages: First 
a lumbar ganglionectomy through a high incision on the side where there 
is most danger of gangrene; second stage, removal of the lumbar sympa- 
thetic chain on the opposite side. Then, if the patient shows sufficient improve- 
ment, the common iliac artery may be removed on one side through an iliae 
(low) incision; and later this procedure may be done on the other side. 
If amputation becomes necessary after the lumbar sympathetic ganglionec- 
tomy, it can be done at a lower level and healing will be improved. In 
very advanced cases, in dehydrated patients, no operation is possible. 16 
references. 


The Problem of Maintaining the Continuity of the Artery in the Sur- 
gery of Aneurysms and Arteriovenous Fistulae. Harris B. Shumacker, Jr., 
Yale University School of Medicine, New Haven, Conn. Ann. Surg. 127: 
207-30, February 1948. 

In a total of about 300 cases of aneurysm and arteriovenous fistula 
treated surgically, the surgical method of extirpation was used in | case of 
innominate aneurysm and 290 lesions of periphera! arteries; in a few aneu- 
rysms of the aorta or origin of the innominate artery wiring and coagulation 
were done: and in 34 cases some type of reparative procedure was done. 
In these 34 cases four types of repair were used-ligation and transfixion of 
the fistula, lateral arteriorrhaphy, end to end suture and vein transplantation. 
Ligation and transfixion of the fistula was done in 13 cases, the diameter 
of the fistula varying from 3 to 10 mm. In the 12 cases in which the fistula 
was ligated and transfixed at the point of emergence from the artery and 
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buttressed by a segment of the divided vein, the operation was successful; 
in 1 case simple ligation and transfixion was done and the bruit and thrill 
recurred in two days; excision and quadruple ligation were done later 
with good results. An arterial defect was repaired by lateral suture in 5 


cases, 2 cases of traumatic arterial aneurysm and 3 cases of arteriovenous 


fistula. In 3 cases (1 aneurysm, 2 arteriovenous fistulas), results were 
excellent. In 1 case of aneurysm, hemorrhage occurred in the thirteenth post- 
operative day, and excision and ligation were done; in 1 case of arterio- 
venous fistula, thrombosis occurred postoperatively and the thrombosed 
segment was excised with good results; no anticoagulant was given in this 
case. End to end suture for repair of the artery was done in 10 cases, 8 cases 
of saccular aneurysm and 2 cases of arteriovenous fistula (with saccular 
aneurysm in | case). Segments of the artery from 1.5 to 3 em. in length 
were excised before suturing. In 8 cases results were excellent: in 1 case, 
there was evidence of thrombosis in the sutured segment but the circulation 
was good; in another case thrombosis occurred followed by recannulization. 
The continuity of the artery was restored by vein transplant in 6 cases, 3 
cases of saccular aneurysm and 3 of arteriovenous fistula (1 with saccular 
aneurysm); the lesion was of traumatic origin in 5 of these cases. 
The results were excellent in 5 cases: in 1 case thrombosis occurred but 
the circulation was good. 40 references. 5 tables. 8 figures. 


Nail Changes in Functional and Organic Arterial Disease. Edward 4. 
Edwards, Tufts College Medical School. Boston, Mass. New England J. 
Med. 239:362-65, Sept. 2. 1948. 

The nails show specific pathologic changes in both arteriospastic and 
organic arterial diseases and are sensitive indicators of the severity of the 
underlying state. In arteriospastic states, changes that may be grouped under 
the dermatologist’. term of pterygium are described. They consist of a thin- 
ning of the nail fold and a widening of the cuticle. The normal abrupt de- 
marcation between nail fold and cuticle, and between cuticle and nail plate 
is lost. Sympathectomy quickly restores the nail fold and cuticle to normal. 
In organic arterial disease the nails do not show these changes. There is 
rather a thickening. roughening and darkening of the nail plate, which hides 
the nail bed. An increase in arterial circulation by any means gives rise 
to a more nearly normal growth of the plate. Less specific changes in- 
clude the growth of claw nails or the presence of diffusion of the lunule 
in organic states and the lessening and shedding of the nail plate in severe 
disease of either vasospastic or organic origin. Painful nails are often an 
expression of the hyperesthesia of severe ischemia, in which operations for 
ingrown toenail usually cause gangrene. Primary infections of the nails are 
uncommon in peripheral vascular disease but the nails may be involved in 
actual ulceration or may show subungual abscess over an osteomyelitis of 
the terminal phalanx. 3 references. 9 figures.—Author’s abstract. 
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Fee, New York, N. Y. S. Clin. North America 28:381-89, April 1948. 


42. Veins 


Contribution to the Biochemical Study of Phlebites and Their Surgical 
Treatment (Contribution a l'étude biochemique des phlebites et a leur traite- 
ment surgical). R. Fontaine, P. Mandel and G. Apprill, The Clinic 
of Therapeutic Surgery, Strasbourg, France. J. internat. de chir, 8:778-822. 
May-June 1948. 

Frequent failure of the heparin and dicoumarin therapy in phlebitis 
has led the authors to a hypothesis which surmises three factors involved 
in the etiology of this disease: (1) hyperprothrombinemia; (2) hyper- 
thromboplastinemia; (3) high platelet count. Other factors still unknown. 
may also exist. Since activation of prothrombin into thrombin depends both 
on the degree of activity of thrombokinase and on its content in the blood, 
it follows that, in addition to ordinary tests (prothrombin time and co- 
agulation time), the Lenggerhager time (see Bertrand, Quivy, Debayre and 
Braillard: C. R. Soc. biol. 140:344, June 1946) and platelet count must 
be taken into account in determining the primary deficiency in each case. 
A series of check-up experiments on 5 patients showed that the curves for 
the first three constituents do not run in parallel, with particularly strong 
deviation in the L. T. These findings account for the fact that heparin 
injections and dicoumarin did not reduce the edema in some cases, although 
the prothrombin fell to dangerous levels and coagulation time increased to 
the point where vitamin K had to be administered. In such cases the L. T. 
was showed persistently to be very short, indicating an excess of thrombo- 
plastin in the blood. Thus the L. T. proved a highly important diagnostic 
test when done in conjunction with the platelet count. If the L. T. value is 
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very low, while platelet count as well as the other indexes are normal, the 
thrombokinase must be overactive. If the L. T. value is normal or low, while 
the prothrombin and coagulation time are normal and the platelet count 
is high, an excess of thrombokinase is present (thromboplastinemia). In 
both instances neither heparin nor dicoumarin is of any help. If the L. T. 
is lengthened or normal, while platelet count is normal or low, and the pro- 
thrombin as well as coagulation time are shortened, then the phlebitis is due 
to excess of prothrombin in the blood and the above drugs may be of value. 

Treatment of phlebitis must be conservative, wherever possible. If the 
drugs alone do not bring results, vein ligation (in the forward direction 
only) must be resorted to. Fhis is not a prophylactic measure but a cure 
of actual condition. In the embolism type of phlebitis emergency throm- 
bectomy and in some cases phlebotomy gave nearly full recovery within 
one year. In milk leg due to clots adhering to the vein wall, operation is 
dangerous and of little value in general. In chronic phlebitis with indura- 
tions and ulcers, phlebotomy led to permanent cures. One case of suppura- 
tive phlebitis was cured by phlebectomy (superficial femoral v.) followed 
by thrombectomy (iliac v.). However, a small ulcer developed one year 
later in the same leg. 9 references. 13 figures. 


Portacaval Shunts in the Treatment of Portal Hypertension. An Analy- 
sis of 15 Cases with Special Reference to the Suture Type of End to Side 
Splenorenal Anastomosis with Splenectomy and Preservation of the Kidney. 
Robert R. Linton, lrad B. Hardy, Jr. and Wade Volwiler, Boston, Mass. 
Surg... Gynee. & Obst. 87:129-44, August 1948. 

Portal hypertension is a condition which develops secondary to partial 
or complete obstruction of the portal blood flow in human patients. It may 
be of either the intrahepatic type, due to cirrhosis of the liver or the extra- 
hepatic type, secondary to the so-called Banti’s syndrome. A new chapter 
is being written at the present time in the surgical treatment of bleeding 
from esophageal varices in both of these conditions. The type of operation 
which is being performed in our Clinic consists of a venous anastomosis 
between the portal system and the systemic venous system. It is our opinion 
that the operation of choice -hould consist of a splenectomy and an end to 
side splenorenal anastomosis with preservation of the kidney. Since cases 
will he encountered in which this will not be possible, such as those who 
have had a previous splenectomy and rarely in a patient with splenic vein 
thrombosis in whom a splenectomy alone will suffice, other types of venous 
shunts are necessary. These consist of a direct portacaval anastomosis and 
in a few cases an anastomosis between the superior mesenteric vein and the 
inferior vena cava. The splenectomy and the splenorenal anastomosis, when 
possible, is preferred because first it produces a partial shunt of the portal 
blood flow so that the liver is not completely by-passed: second, from our 
observations this type of shunt appears to lower satisfactorily the portal 
hypertension; third, spleneetomy may reduce the arterial inflow to the portal 
area by approximately 40 per cent, and, thereby, aids in the reduction of 
the portal hypertension; fourth, removal of the spleen also divides many of 
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the collateral channels which feed the esophageal varices so that the venous 
pressure and the blood flow through them will be diminished; fifth, there 
are no vital structures in the left upper quadrant of the abdomen, the region 
through which the surgical approach is made in this type of shunt similar 
to the common bile duct and the hepatic artery which lie in such close prox- 
imity to the region of the portal vein. An error of a few millimeters in the 
area of the gastrohepatic ligament when searching for the portal vein may 
result in a fatality from injury to these structures, whereas in the splenic 
area the margin of safety can be measured in centimeters rather than 
millimeters. An end to side anastomosis is performed between the splenic 
vein and the renal vein. In addition to preserving the kidney we believe 
this has the advantage that it is less apt to become thrombosed. The exposure 
is performed through a thoraco-abdominal incision. At the time of this re- 
port 7 patients with the intrahepatic type of portal hypertension have been 
operated upon; 2 of these have withstood the operation suecessfully and 5 
died as the result of the operative procedure. It can be said since this re- 
port was published, 1] additional cases of the intrahepatic type have been 
operated upon and only | has died. This undoubtedly is due to a better selec- 
tion of patients and more experience with this type of surgery. The results in 
the extrahepatic group have been very encouraging, since none of these 
patients has died. A total of 8 have been operated upon and those in which 
a splenectomy and splenorenal anastomosis have been performed have not 
bled since the operation. In 2 patients who had had a splenectomy previous- 
ly and in whom a portacaval anastomosis could not be performed because 
of cavernomatous change in the gastrohepatic ligament, and inferior mesen- 
teric to left ovarian vein, and inferior mesenteric to left adrenal vein anas- 
tomosis had been performed as a last resort. The results in these 2 cases 
have not been encouraging, as both patients have bled. For this rea- 
son it is to be stressed that any surgeon who performs a splenectomy for 
portal hypertension should be prepared to perform a splenorenal shunt at 
the same operation, as this may be the only opportunity at which a satis- 
factory venous shunt can be performed. 21 references. 2 tables. 5 figures. 
—Author’s abstract. 


References to Current Articles 


Phlebography in the Localization of Incompetent Communicating Veins in 
Patients with Varicose Veins. Theodore B. Massell and Jerome Etting- 
er, Birmingham Veterans Administration Hospital, Van Nuys, Calif. 
Ann. Surg. 127:1217-25, June 1948. 

Technic of Operation for Varicose Veins. John E. Summers, Norwalk, Conn. 
Am. J. Surg. 76:72-75, July 1948. 

The Management of Venous Thrombosis and Pulmonary Embolism. Stuart 
W. Cosgriff, Richard J. Cross and David V. Habif, Columbia Univer- 
sity and Presbyterian Hospital, New York, N. Y. S. Clin, North Ameri- 
ca 28:324-40, April 1948. 
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Phlebography of Lower Extremity. David C. Bull, Columbia University, 
New York, N. Y. S. Clin. North America 28:541-44, April 1948. 
Phlebectomy for Varicoses. David C. Bull, Columbia University and Robert 
B. Hiatt. New York, N. Y. S. Clin. North America 28:545-50, April 

1948, 


43. Orthopedic Surgery 


References to Current Articles 


Ischemic Contracture, Local, in the Hand. Sterling Bunnell and Edward W. 
Doherty, San Francisco, Calif., and Raymond M. Curtis, Baltimore, Md. 
Plast. & Reconstruct. Surg. 3:424-33, July 1948. 

Anvil for Bone Surgery. Sterling Bunnell, San Francisco, Calif. J. Bone 
& Joint Surg. 30-A:782-83. July 1948, 


Fractures 


Cyst-Like Lesions of Carpal Bones, Associated with Ununited Frae- 
tures, Aseptic Necrosis and Traumatic Arthritis. 4. K. Rodholm and Dallas 
B. Phemister, University of Chicago, Chicago, Ill. J. Bone & Joint Surg. 
30-A:151-62, January 1948. 

Cyst-like areas of bone absorption often occur. in degenerative condi- 
tions of the hip joint but there are few references to such conditions about 
the wrist. The histories of 3 patients with cyst-like lesions of the carpal bones 
are presented. The first case had pain and swelling of the right wrist for 
four to five weeks. This wrist had been thicker than the other for ten or 
twelve years. Roentgenogram showed a large cyst-like area of central ab- 
sorption in the capitate and a smaller area in the triangular. The radionavi- 
cular cartilage was narrowed and the bone cortex obscured but there was 
no surrounding sclerosis. Operation showed an old fracture line in the cor- 
tex and a large cavity filled with fibrous tissue, yellow necrotic material 
and some fluid. Cultures of the fluid showed no growth for tuberculosis. 
Necrotic bone underlaid the cartilage. Recovery was uneventful and the 
patient returned to normal work but avoids strenuous use of the hand. The 
second case had had intermittent pain and swelling of the right wrist for 
thirty vears following a fall on the outstretched hand. Roentgenograms show- 
ed a cyst-like area occupying about two-thirds of the capitate, The navicu- 
lar was in two parts. A partial osteotomy of the capitate and curettage of 
the eyst were done. The cartilage showed degenerative changes with fibrous 
replacement. The wound healed well and function of the wrist was improv- 
ed. Considerably restricted motion persisted however. The third case had 
had intermittent pain and swelling in the right wrist for twenty-one years 
following a football injury. Roentgenograms three years ago showed the 
navieular in two parts but no evidence of necrosis. There was cystic rare- 
faction of the lunate surrounded by a sclerotic shell of bone. Roentgeno- 
grams upon admission were similar. The lunate and navicular were expos- 
ed by operation and a cyst of the lunate opened and a small amount of 
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fluid and considerable fibrous tissue removed. Recovery was uneventful but 
roentgenogram ten months later indicated a possible new cyst in the capitate. 

Symptoms followed a wrist injury in 2 of these cases. An old ununited 
navicular fracture was present in all. There was no definite history of in- 
jury in the first ease but repeated small traumata had probably occurred. 
Histologic examination indicated aseptic necrosis in the bony shell about 
all three cysts. Enough time had passed to permit advanced revasculariza- 
tion and replacement of necrotic bone. Replacement is usually incomplete 
and irregular. The cysts appear late following absorption of necrotic bone 
and replacement by fibrous tissue. These cyst-like areas in the carpal bones 
resemble cysts of the capital femoral epiphysis. Severity of symptoms pro- 
bably depends upon the amount of associated degenerative arthritis. Opera- 
tion is beneficial but does not necessarily provide complete relief. 3  re- 
ferences. 16 figures. 


‘The Mechanism and Treatment of Fractures of the Caleaneus. Open 
Reduction with the Use of Cancellous Grafts. Ivar Palmer, Sodersjukhuset, 
Stockholm, Sweden. J. Bone & Joint Surg. 30-A:2-8, January 1948. 

The line of fracture is intraarticular in most cases of lateral shearing 
fracture of the calcaneus, extending upward through the floor of the joint 
and splitting it into two parts. Roentgenograms often fail to clearly show 
this involvement. The fracture line passes longitudinally through the 
posterior facet of the talocalcaneal joint, at least half the articular sur- 
face being on the lateral fragment. A secondary compression type fracture 
occurs within this large lateral fragment as a result of the articular sur- 
face and underlying bone being driven down into the spongy bone below. 
The articular fragment is compressed to an extent corresponding to the 
forward and upward displacement of the lateral block and even somewhat 
deeper so that a ledge about 10 mm. high is formed, higher in front than 
behind. The articular fragment is not crushed into smaller fragments as in 
other compression fractures but clearly outlines. The mechanism of this frac- 
ture is explained by the fact that the disloeating foree pushed the lateral 
block forward and upward so that it meets the resistance of the posterior 
articular facet of the talus. Cartilage is foreibly driven against cartilage 
and the weaker, mobile lateral fragment of the caleaneus is squeezed to- 
gether like an accordion. This corresponds with the depression of the heel. 
The lateral block then slightly recoils and is also displaced by contraction 
of the Achilles tendon. The articular fragment follows the recoil in an 
opposite direction to the original compression force. The articular frag- 
ment, more or less impacted into the subjacent bone, might form an  un- 
broken piece of bone covered by intact cartilage on its articular surface 
or it might extend posteriorly to include the upper portion of the tuber. 

Cooperation between the surgeon and roentgenologist is essential in 
diagnosing this condition and determining which cases should be operated 
upon and which treated conservatively. The roentgenologist should deter- 
mine whether a simple linear or combined linear and compression fracture 
exists, the size of the depressed fragment of the articular surface if there 
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is comminution and compression, and the height of the ledge between the 
portions of the articular facet. It was found that the usual redue- 
tion methods actually affected the essential factor of the articular injury 
unfavorably. It was also showed that open reduction with a moderate ex- 
posure would restore the normal joint structure and contour of the calcaneus. 
Such an operation is divided into three steps. The entire lateral bloek of 
the shearing fracture is first reduced. The secondary compression fracture 
is then reduced and the bony defect filled by elevating the articular frag- 
ment to its normal position. Results of this operation in 23 cases of fractur- 
ed caleaneus with depressed articular fragments showed no unusual techni- 
cal difficulties. All patients returned to their previous work in four to 
eight months. The majority had painless pronation-supination in the subtaler 
joint of a quarter to a half of normal. The longitudinal areh was normally 
shaped and mobility was really painless. 8 references. 12 figures. 

¢ln calcaneal fracture with comminution and with fractures lines ex- 
tending into the talocalcaneal joint, it is difficult to see how the reduction 
can be maintained with only a short cast to the knee, and how the deforming 
pull of the gastrocnemius muscle is circumvented. To expect uniformly good 
results in these fractures without resorting to arthrodesis is asking a great 
deal but one cannot help but endorse a method for which the author re- 
ports such remarkably good results.—®. A.) 


Final Results of Osteosynthesis of Fractures of the Femoral Neck Ad 
Modum Sven Johansson, A Study of a Ten-Year Material. Gunnar Odén, 
Sahlgrenska Sjukhuset, Gothenburg, Sweden Acta chir. Seandinay. 96:10- 
157. Suppl. 131, 1947. 

After a short historical survey the author discusses the classification 
of the fractures of the femoral neck. In the present work the division is 
as follows: Medial fractures—(a) varus fractures, (b) valgus fractures: 
Lateral fractures—(a) intertrochanteric fractures, (b) pretrochanteric frac- 
tures. The material consists of 531 fractures in the upper end of the femur 
which were admitted to the Sahlgrensak Sjukhuset, Gothenburg. during a 
ten-vear period from 1932 to 1941. Of this number 314 hips were operated 
on by the Sven Johansson cannulated nail method. The mortality of these 
operated cases were & per cent while the rate for all fractures admitted to 
the hospital was 14.9 per cent. The higher the age the greater was the risk 
to the patient. Understandable difficulties were encountered by the author 
in following these cases and getting final radiographs. The author says: 
“In some instances the clinical judgment has had to be based on answers 
to circulated questionnaires. Regretably enough, Réntgen controls, after the 
discharge of the patients from the hospital, are to a large extent lacking.” 
His conclusions are apparently based on a study of 146 fractures, 26 valgus 
and 124 varus. 

A résumé of Sven Johannson’s method of nailing is outlined. The method 
of operation is reported. The advantage of using preoperative wire trae- 
tion is pointed out. Further, the importance of retaining the leg in its posi- 
tion of outward rotation during the extension treatment is stressed. Inward 
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rotation is to be used only as a last recourse. Should the final reduction 
at the operation fail to succeed, wire traction should again be applied. rather 
than making repeated attempts to obtain an acceptable reduction. After 
some days of wire traction, the purpose of securing a good position may 
at the renewed attempt at surgery be accomplished. As anesthetics local an- 
esthesia and ether intoxication are employed. Postoperative care, although 
based on individualization, in general is as follows: One week after opera- 
tion active movements are permitted and after four weeks sitting in a chair 
is allowed. One week later standing on the leg in a gocart is permitted, 
After this crutches are used and the patient is usually discharged from the 
hospital at this stage, being told to exchange the crutches for ordinary canes 
when he felt sure of himself. 

Trochanteric fractures were 165 in number. Of this group 22 were 
opened and osteosynthesis obtained by use of the nail. The remainder, 143 
in number, were treated by conservative means, mostly with skeletal trac- 
tion. Collum fractures, 292 in number, which were nailed were divided as 
follows: 44 valgus fractures and 248 varus fractures. Complications have 
been roughly classified under three headings: redislocations, necrosis and 
nail difficulties. Of these the author states that the most unweleome one 
is redislocation. Redislocation in the valgus fractures occurred in 2 of the 
26 but all 26 went on to union. With fractures in the varus position the 
results were different and in no less than 43 of 103 varus fractures a more 
or less conspicuous displacement occurred in the fracture position after the 
operation. Technic errors, the author feels, are the cause of most redisloca- 
tions. He does not place much importance on inclination of the nail place- 
ment. He feels that the age of the patient is not a contributory factor and 
that “early use of the leg seems to involve no particular risk of redisloea- 
tion.” To minimize redislocation he advised reducing varus fractures in 
valgus position. 

Necrosis of the femoral head occurred both in the fractures treated 
conservatively and in those treated surgically. Of the 146 neck fractures 
that were nailed, necrosis of the head occurred in 38.4 per cent. The author 
believes that this necrosis has its source in vascular injury and states: “Other 
factors, e. g., the angle of inclination of the fracture, the reduction in a 
valgus or varus position, the age of the patient, ete., do not definitely ap- 
pear to exert any noteworthy influence.” Resorption of the neck was noted 
in 24.7 per cent. This resorption, he felt, was due to inadequate fixation. 
Nine out of 10 of the cases with necrosis of the femoral head revealed de- 
forming changes in the joint. Complications of the osteosynthetic material 
(i. e., the nail) was discussed. In the early years, corrosion, breakage and 
bending were noted to a large extent but with improved material this was 
largely obviated. Slipping and perforation of the nail were discussed. Final 
results were based on 146 radiographically examined medial fractures of 
the neck, 26 of valgus and 120 of varus. All the valgus fractures healed. 
In the varus group, 13 of 10.8 per cent showed pseudarthrosis. Based on 
clinical examination of 144 medial fractures, a good result was obtained 
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obtained in 70 per cent; less good in 10 per cent; and bad in 20 
per cent. 183 references. 21 tables. 23 figures. 

(A week of skeletal traction primary to nailing of hips in America 
is generally considered unnecessary. Trochanteric fractures also are general- 
ly treated differently—by a combination of nail and plate—while the ex- 
tensive comminuted fractures which cannot be so fixed are treated by the 
well-leg method. Exception is taken to the statement that the angle or in- 
clination is not of noteworthy influence. The author's own results tend to 
disprove this. He reports the end results of varus fractures (where the shaft 

r angle inclination is greater than a right angle) as showing necrosis in 51 

out of 120 cases, or an incidence of 42.5 per cent, and pseudarthrosis in 

10.8 per cent. With the valgus fractures (where the shaft angle inclination 

is close to a right angle) the incidence of necrosis was 5 out of 26, or only 

19.2 per cent, and not a single case of pseudarthrosis developed. A report 

of 70 per cent good end results is so commendatory that in the author's 

next article it would be most instructive if he devoted more space to his 
personal opinions and specific therapeutic suggestions and less to the work 
of others.— ED. ) 
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berg and M. D. Levy, Jr., Hospital for Special Surgery, New York, 
N.Y. J. A. M. A. 137:1190-93, July 31, 1948. 

Fractures of the Hip. Results Following Treatment. H. B. Boyd and I. L. 
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' Treatment of Ununited Fractures of the Neck of the Femur. James A. Dick- 

son, Cleveland Clinic and Frank E. Bunts Educational Institute, Cleve- 
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45. Dislocations 


Follow-Up Study of the Early Treatment of Congenital Dislocation of 
the Hip. C. H. Crego, Jr. and J. R. Schwartzmann, Shriners’ Hospital for 
Crippled Children, St. Louis, Mo. J. Bone & Joint Surg. 30-A:428-42. April 
1948. 

The report includes 52 patients who had a total of 78 dislocated hips. 
The patients were from 1 to 6 years inclusive of age. The hips included in 
this series were only those with upward or posterior dislocations. No hips with 
anterior dislocations were included in this series. Follow-up period was from 
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one to fifteen years. The authors believe that the employment of forceful 
manipulation and prolonged immobilization, particularly in a frog-position, 
is not good treatment and is no longer necessary. They advocate the use of 
manipulation without force, traction and manipulation and operative in- 
tervention if necessary. The usual procedure was to manipulate the hip with- 
out anesthetic. If it could be replaced in the acetabulum and stable seating 
could be accomplished, a cast was applied and left on for three months. 
If the hip could not be reduced without forceful manipulation, either skele- 
tal or skin traction was applied for a period of two weeks. Usually by then 
the head was opposite the acetabulum or in the acetabulum. If it was op- 
posite the acetabulum, traction was continued for another two weeks. The 
patients were then given an anesthetic and manipulated, and cast applied. 
the leg being held in abduction and internal rotation for three months. 

If stable seating could not be accomplished because of the acetabulum’s 
being too shallow, an acetabuloplasty was performed without further delay. 
This consisted of levering the upper lip of the acetabulum down over the 
head, and a wedge or chips of bone placed medially to hold it outward. 
Cast was then applied and left in position for three months. If the head 
could not be placed in the acetabulum, an open reduction was done and 
a cast applied with the hip in abduction and internal rotation. This was 
left in place for three months. If there was any rotation of the femur, a 
derotation osteotomy was done, usually after a period of three months’ 
immobilization in the cast. Osteotomies were done in the supracondylar re- 
gion. The upper fragment was held by a threaded wire through the femur 
proximal to the osteotomy site, and incorporated in the cast for two months. 
Of the 78 hips. 11 were treated successfully by manipulation or by manipu- 
lation and traction only. The remaining patients had additional surgery. 
In 25 instances manipulation was unsuccessful and reduction had to be 
accomplished by open operation. In 40 instances stable seating could not 
be accomplished by traction and manipulation and acetabuloplasty was per- 
formed. Seventy-one patients had femoral tortion and of these 67 had de- 
rotation osteotomies. The results judged by the standards initially set up 
by Gill were as follows: normal, 26; near normal, 22; satisfactory, 24; 
failures. 6. 6 references. 4 tables. 22 figures. 


46. Bones 


Coxa Plana. VW. Beckett Howorth, New York, N. Y. J. Bone & Joint 
Surg. 30-A:620;756, July 1948. 

Coxa plana is a degenerative disease of the capital epiphysis of the 
femur due to a circulatory disturbance occurring between the ages of 4 and 
10 years. It runs a self-limited course of five to seven years. It is one of 
the osteochondroses, which include slipping of the upper femoral epiphy- 
sis, coxa magna, Osgood-Schlatter disease, apophysitis of the calcaneus, 
Kohler’s disease, Fr iberg’s disease, Kienbock’s disease, and epiphysitis of 
the spine (Scheuermann’s disease). One hundred and fifteen cases of coxa 
plana were seen at the New York Orthopedic Hospital during the ten years 
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1935 to 1944, and are reported. The disease is usually unilateral and much 
more common in boys. The cause of coxa plana is not definitely known. Ne 
definite hereditary or congenital factor has been found. Trauma is usually 
an incident in the course of the disease rather than the cause of it. No in- 
fection has been demonstrated. The endocrine glands have been blamed but 
no proof of their relationship to the disease has been offered. It is likely 
that the disease is the result of any one of a variety of causes producing a 
circulatory disturbance. 

Cretinoid epiphyseal dysgenesis due to hypothyroidism is similar to 
coxa plana but should not be confused with it. Similar changes also occur 
in connection with achondroplasia, chondrodysplasia, juvenile rickets and 
Morquio’s disease. Similar degenerative changes due to vascular damage 
occur in the course of treatment of congenital dislocation of the hip, slip- 
ping of the upper femoral epiphysis and fracture of the neck of the femur. 
The pathologic findings in coxa plana are those of a mild synovitis with 
swelling, edema and hyperemia, often with villous formation. Perivascular 
lymphocytic and plasma cell infiltration are usual. These soft tissue changes 
have not previously been described, except by the author. The changes in 
the capital epiphysis follow the soft tissue changes. 

The disease is divided into four stages: (1) the incipient stage, lasting 
several weeks; (2) the degenerative stage, lasting one to two years; (3) 
the healing stage, lasting three to four years; (4) the residual stage. The 
symptoms and signs of these four stages are described. Laboratory tests are 
of only incidental value. The roentgenographic features of the various stages 
are described and illustrated. Differential diagnosis is discussed. It is es- 
sential that the course in untreated cases be known and individual variations 
recognized before a fair evaluation of treatment can be made. Many of the 
treatments which have been used have little or no effect on the natural course 
of the disease. Bed rest alone was used for 30 cases of this group. Ambula- 
tory treatment with a sling and crutches was used in 20 cases. These treat- 
ments relieved the symptoms and signs of synovitis but had little if any 
effect on the course of the disease in the epiphysis. Immobilization in a 
plaster cast is not advisable as it tends to result in limitation of motion 
and does not hasten healing of the disease. 

The drilling operation was used in 50 cases for hastening the healing 
of the disease. The operation must be done gently and skillfully with a 
minimum of damage to the circulation. The results with the drilling opera- 
tion were better than with any other form of treatment. The course of the 
disease was usually shortened about one-third and the residual deformity 
was less. A table of the sequence of changes, clinical, pathologie and roent- 
genographie, is included. Further work should be done to discover the pri- 
mary causes of the disease and its prevention. Treatments used to date have 
little influence on the course of the disease. Some new treatment which will 
result in much more rapid healing and less residual deformity is desirable. 
3 references. 5 figures.—Author’s abstract. 

(This is an excellent presentation dealing frankly with one of the un- 
solved problems in crippled children’s work, A study of the complete article 
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gives one the impression that little proof exists at present to substantiate 


the claim for superiority of the drilling operation over more conservative 
form of treatment.—n. R. McC. ) 


Acute Haematogenous Osteomyelitis. Diagnosis and Treatment. J. 
Trueta and M. Agerholm, Oxford, England. Overseas Post Grad. M. J. 
2:311-22, April 1948. 

The use of penicillin has greatly improved the results in the treatment 
of acute osteomyelitis. In the authors’ series of 60 cases followed up since 
penicillin was used in the first case in June 1944, 52 have full function 
with sound healing and minimal scarring of the bone; 4 others have full 
function and good healing but considerable bone scarring which may lead 
to recurrence. In 4 cases the results are less satisfactory but these cases 
were treated before the method of treatment now in use was fully worked 
out. Lf diagnosis can be made early when pain and tenderness are the only 
local signs of bone involvement and the radiogram is negative, penicillin 
given intramuscularly can cure the infection. If, however, there is pus in 
the medulla and the subperiosteal space, operation is necessary. For giving 
penicillin intramuscularly, the intramuscular drip has been employed in 
cases of acute osteomyelitis; with this method 400,000 units are given in 
twenty-four hours for the first three days, 300,000 units on the fourth day, 
and 200,000 units every twenty-four hours for the fifth and successive days. 
The infecting organism should be isolated and its sensitivity to penicillin 
tested: on the basis of the findings, the dosage may be modified. Effective 
immohilization of the affected part is essential: in the early stage, when it 
ix probable that operation will not be necessary, the part is immobilized, 
elevated and accessible for daily inspection. 

When pus is present and operation is necessary, it is usually best to 
wait twelve to twenty-four hours after penicillin treatment is begun; general 
measures to improve the patient’s condition are also employed during this 
period. Operation is done under a tourniquet, when possible; if there is 
fluid in a related joint, this is aspirated before the osteomyelitic area is 
opened. The incision is made to give good exposure of the involved bone, 
with the center over the point of maximum tenderness. Pus is removed from 
the soft tissue and from under the periosteum and necrotic tissue is excised, 
The bone is drilled in two places: if pus is found, other drill holes are 
made: the use of multiple drill holes is recommended instead of extensive 
guttering. as such drill holes decompress as large an area with less damage 
to the bone. When pus and sloughs have been satisfactorily cleared away. 
the wound is closed with interrupted sutures but without drainage. The area 
is immobilized in such a way that it can be easily inspected; if a limb is 
affected, it is elevated. Penicillin treatment is continued. Radiograms and 
repeated determinations of the sedimentation rate have been found to be 
most valuable in indicating when mobilization of the part may be permitted. 
10 references. 11 figures. 

(The regimen outlined is reasonable. In those instances where surgery 
is required and pus is found in a marrow cavity, however, a window in 
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the cortex large enough to insure adequate and continuous drainage should 
be used.—H. RK. Mec.) 
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47. Joints 


Three Cases of Synovioma }. C. J. Harris, West ee Infir- 
mary, Whitehaven, England Brit. M. J. 4548:447-48, Mar. 6, 1948. 


The first case is that of a 61 year old woman who cadiaies of 
rheumatism in several joints of some years’ duration and pain in the left 
ankle for the past eight months. Examination showed a plum-sized, firm 
and tense swelling on each side of the Achilles tendon. Aspiration yielded 
a small amount of bloodstained fluid. At operation the tumor was dumbbell 
shaped, well encapsulated, and enucleated with difficulty and since 
the pathologic report suggested synovioma, an epiblastic amputation was 
made at the junction of the middle and lower thirds of the thigh. Pathologic 
study indicated a synovioma, involving the ankle joint and tip of the astra- 
galus. Metastasis had not occurred. In the second case, the patient. a 33 year 
old man, had fallen on the left leg two months previously but had no symp- 
toms at that time. One week before admission, however, a swelling in the 
left calf had appeared and a limp had developed. A chest film was nega- 
tive and no glands were palpable. Biopsy showed myxosarcoma. Amputa- 
tion was done as in the first case and the pathologic report revealed a 
mesoblastic tumor with cells of different types (endothelial and fibrosar- 
comatous), the tumor characteristics being those of a synovioma. The com- 
plaints of the third patient, a 37 year old man, were a tense, hard swelling 
in the adductor muscles of the right thigh of several months’ duration and 
some pain in the back. The mass, located high up on the anterior internal 
aspect of the thigh, was fixed in the adductor group and abduction of the 
leg was limited. Evidence of metastasis was absent but biopsy showed the 
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mass to be an undifferentiated reticulosarcoma which had probably arisen 
from a fascial plane. Following complete amputation (disarticulation at the 
hip joint) pathologic study showed the tumor to be mesoblastic and best 
classified as a synovioma. This patient died eight months after he was first 
seen as a result of multiple generalized recurrences in the lungs and ab- 


dominal glands. The other cases are living and well with no evidence of 
recurrence, 2 figures. 


Radical Operative Treatment of the Tuberculous Hip. A Report of 
113 Cases. Albert Ahlberg, Kustsanatoriet Apelviken, Varberg, Sweden. J. 
Bone & Joint Surg. 30-A:550-59, July 1948. 

The end results are presented in 113 cases of so-called radical opera- 
tion done at our hospital during 1929 through 1944. Eight hundred and 
seventy-nine cases of tuberculosis of the hip were treated during this period. 
The age of the majority of the cases was 20 to 35 years: the youngest was 
7 and the oldest 60. The mean time in the hospital before operation was 
eleven months for males and thirteen months for females. Seventy-three per 
cent of the patients operated upon had their operations during the first hospi- 
tal period. In 70 patients the hip joint was the only recognizable seat of 
active tuberculosis; in 81.4 per cent of the cases the diagnosis was verified by 
histologie examination, guinea-pig inoculation or culture. The remaining 
21 patients showed at operation lesions in the form of small abscesses 
patches of cheesy necrosis or granulation tissue of typical tuberculous ap- 
pearance. Twenty-eight had abscesses on admission; 19 had fistulas; in 
53 sequestra were visible: 6 had subluxations and 4 showed frank disloca- 
tion. The large majority of these patients were operated upon by the technic 
described by Lecéne, with modifications introduced by Robert Hanson. Be- 
fore the operation 1,000 ml. of Ringer’s solution is given intravenously, 
in order to lessen the shock, Where massive destruction of the head and 
neck of the femur had occurred it was necessary to transplant the trochant- 
er into the acetabulum; and in 11 cases an extra-articular arthrodesis was 
done in conjunction with the intra-articular resection. 

In 63 patients an abscess was observed during operation, usually under 
the tensor fascie latae; sequestra were removed from acetabula in 50 cases 
and from the head and neck of the femur in 26, Perforation from acetabu- 
lum to the pelvis had occurred in 34 (30 per cent) and resulted in abscesses 
of varying sizes, all of which were evacuated. The wound healed by first 
intention in 64 patients. In 22 patients fistulas developed which persisted 
to the time of discharge; 5 (4.4 per cent) died during the three months 
immediately following the operation. The duration of the postoperative care _ 
averaged six months. In general the patients are kept in plaster in bed for 
three months with the diseased member having freedom of the knee motion 
after four weeks. Death occurred in 3 patients subsequently and in 2 others 
after readmission. Of the 103 remaining patients who were discharged, 53 
showed ankylosis clinically but only 8 of these showed fusion by roentgeno- 
graphic examination. The patients were all walking with weight-bearing on 
the affected side when they left the hospital and only a few elderly patients 
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required a cane. There was an average of 3.5 em. of real shortening. None 
of them were complaining of undue pain. At varying periods following dis- 
charge, 18 returned to the hospital; 10 returning because of the appearance 
of fistulas; 2 had active tuberculosis elsewhere in the body; 3 required ex- 
traarticular fusion; 3 required subtrochanteric osteotomies. 

During the interval between discharge from the hospital and the follow- 
up report, there were 4 additional deaths. Information regarding the 99 
remaining cases was obtained by examination, questionnaire or both, and 
was adequate for this report in all instances except 5. Fusion had occurred, 
both clinically and roentgenographically in 58 cases. Six patients had drain- 
ing fistulas. Twenty-one had symptoms of mild pain, fatigue, stiffness, limp 
or discomfort with weather changes; most of these patients were in the group 
in which ankylosis had not occurred. Twenty-eight patients had found it 
necessary to change their occupations. 

The number of fusions which occurred was 58.6 per cent. Several rea- 
sons might be given to explain why fusion was not obtained in more cases. 
In the earlier period fusion was not considered desirable and early passive 
and active movements were instituted. In some cases the destructive changes 
in the head of the femur and acetabulum were so extensive that it was neces- 
sary to remove a considerable amount of bone, thus causing the contact 
between the newly created surfaces to be poor and insufficiently broad to 
allow fusion to take place. Progression of the process was not observed. 
The author considers this operation to be indicated: (1) in those cases where 
an abscess has developed in the vicinity of the diseased hip: (2) in patients 
with incipient fistulas in whom secondary infection has not occurred: (3) 
in those cases where sequestra are not to be observed; (4) in any cases 
showing a malposition where an operation should be done in all circum- 
stances. This refers, of course, to patients over 16 years of age. It is neces- 
sary to decide each case individually. Caution is especially necessary in 
patients with pulmonary tuberculosis. Intervention at an early stage in the 
disease is undoubtedly to be preferred to a resection of necessity in cases 
with a number of draining sinuses. If an osseous ankylosis is not achieved. 
there is always the possibility of being able, at a later date, to do an extra- 
articular arthrodesis which can then be carried out without consideration for 
the tuberculous process. 3 references. 6 tables. 8 figures.— futhor’s abstract. 

(The results in this series should have been much better if the diagnosis 
had been made earlier, the operation done earlier and a more definite at- 
tempt made to secure fusion. The good results appear to be due largely 
to the fact that fusion did oceur in 58.6 per cent. We have never seen a 
joint heal with proved tuberculosis unless spontaneous or operative anky- 
losis occurred.—™., B. H.) 
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Coracoclavicular Joint. Surgical Treatment of a Painful Syndrome Caused 
by an Anomalous Joint. Luiz Gustavo Wertheimer, Universidade de 
Sao Paulo, Sdo Paulo, Brazil. J. Bone & Joint Surg. 30-A:370-78, 
July 1948. 

Bone and Cartilage Debris in the Synovial Membrane. Its Significance in 
the Early Diagnosis of Neuro-Arthropathy. Thomas Horwitz, Hospital 
for Joint Disease, New York, N.Y. J. Bone & Joint Surg. 30-A:579-88, 
July 1948. 

Cup Arthroplasty of the Hip. William H. Bickel, Mayo Clinic and Frank 
S. Babb, Mayo Foundation, Rochester, Minn. J. Bone & Joint Surg. 
30-A :647-56, July 1948. 

Intramedullar Pinning for Arthrodesis of the Knee Joint. George Chap- 
chal, Utrecht Surgical University Hospital. Utrecht, Holland. J. Bone 
& Joint Surg. 30-A:728-34, July 1948. 


48. Tendons 


References to Current Articles 


(Juadrilateral Dupuytren’s Contracture. A Case Report. George Hammond 
and Willard E. Dotter, Guthrie Clinic and Robert Packer Hospital, 
Sayre, Pa. Guthrie Clin. Bull. 18:34-328, July 1948. Both hands and 
both feet involved; surgical correction of left hand; plantar symptoms 
less severe. 5 references. 5 figures. 

Hemangiomas of Striated Muscle. C. Fred Goeringer, University of Pennsyl- 
vania Hospital, Philadelphia, Pa. Am. J. Surg. 76:58-65, July 1948. 

Hamstring-Tendon Transplantation for the Relief of Quadriceps Femoris 
Paralysis in Residual Poliomyelitis. A Follow-Up Study of 134 Cases. 
J. R. Schwartzmann and C. H. Crego, Jr., Shriners’ Hospital for 
Crippled Children, St. Louis, Mo. J. Bone & Joint Surg. 30-A:541-49, 
July 1948. 


49. Amputations 


References to Current Articles 
Atraumatic Low Thigh Amputation. Further Modification of and Experi- 
ences with Technique. Felix Pearl, Mt. Zion Hospital, San Francisco, 
Calif. Surg.. Gynec. & Obst. 87:308-12, September 1948. 


50. Traumatic Surgery 
References to Current Articles 
Comparison of Crash Injuries in Man and in Laboratory Animals. Robert 
F. Rushmer, Seattle, Wash. and George M. Hass, Chicago, Ill. Am. 
J. Surg. 76:44-50, July 1948. 
Types and Pathogenesis of Diseases Produced by Vibrating Tools. L. W. 
Walker and E. S. Gurdjian, The Grace Hospital and Wayne Univer- 
sity College of Medicine, Detroit, Mich. Grace Hosp. Bull. 26:87-99, 
July 1948. 
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is used routinely, as it has been found that the fine mesh gauze permits 
adequate drainage of the wound so that the bacterial flora is effectively 
reduced by the action of the tissues themselves in many cases. On the seventh 
day, the fine mesh gauze is removed and exuberant granulations cut down 
under general anesthesia; fresh sterile fine mesh gauze in a single layer 
and wet saline dressings are reapplied, the wet dressings being changed every 
‘four hours as before. By the tenth day, the granulating wound is usually 
clean and ready for skin grafting. The recently applied mesh gauze is re- 
moved, and the wound covered with hot saline packs, while the grafts are 
taken, using a Padgett dermatome. The grafts are placed on the granulating 
wound, fixed by sutures, and a pressure dressing is applied over fine mesh 
vaseline gauze. General anesthesia is used for this procedure. The entire 
wound is covered with the grafts if possible; but where the wound is too 
extensive, such as involving both lower extremities, one part is grafted and 
the other kept clean for grafting at an early date. Penicillin is given intra- 
museularly, 50,000 units every three hours, beginning on the day before 
the grafting operation and continuing until the third postoperative day when 
the dressings are changed. At this time, all sutures are removed, any bleb, 
pustule, or hematomata incised or excised, and any necrotic graft or over- 
lapping graft edges removed. The single layer of fine mesh gauze and wet 
saline pressure dressings are continued; the dressings can be discontinued 
by the tenth day after operation, if the take is over 90 per cent; any granu- 
lating areas remaining are strapped with adhesive tape. If a lower extremi- 
ty is involved, an elastic bandage is worn until the graft has become ad- 
justed to dependent circulation, Eight illustrative cases are reported show- 
ing the satisfactory results obtained with this method. 27 figures. 


References to Current Articles 


The Effect of Heparin on Wound Healing. E. Meredith Alrich and Edwin 
P. Lehman, University of Virginia Hospital, Charlottesville, Va. Surg., 
Gynec. & Obst. 87:26-30, July 1948. 


55. Military Surgery 


See Index for Related Articles 


56. Experimental Surgery 
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Importance of Pressure Factors in the Genesis of Pulmonary Edema Follow- 
ing Vagotomy. A. H. Sussman, A. Hemingway and M. B. Visscher, 
University of Minnesota, Minneapolis, Minn. Am. J. Physiol. 152:585- 
88, March 1948. In animal experiments no evidence was found that 
vagotomy affects the pulmonary vascular system so as to cause edema 
or hemorrhage. 4 references. 2 tables. 
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51. Burns 


References to Current Articles 


Correction of Interdigital Burn Contractures of the Hand. Radford C. 
Tanzer, Hitcheock Clinic, Hanover, N. H. Plast. & Reconstruct. Surg. 
3:434-38, July 1948. 


52. Shock 
References to Current Articles 


Traumatic Shock. AVI. Amino Acid Metabolism in Hemorrhagie Shock in 
the Dog. Arnold M. Seligman, Benjamin Alexander, Howard A. Frank 
and Jacob Fine, Beth Israel Hospital and Harvard Medical School, 
Boston, Mass. Am. J. Physiol. 152:531-44, March 1948. Experiments 
indicated that delayed clearance of injected amino acids in oligemic 
phase of shock is due to deficient blood flow. 25 references. 1 table. 
9 figures. 

Death from Inhibition and Its Relation to Shock. A Critical Survey. A. 1. 
Kayssi, Medical College of Law, Bagdad, Iraq. Brit. M. J. 4507:131- 
34. July 17, 1948. 


53. Transfusions 


See Index for Related Articles 


54. Wounds 
: The Preparation of Granulating Wounds for Grafting (A Method). 


James T. Mills. John B. Patterson and R. Eugene House, Southwestern Medi- 
cal Foundation, Dallas, Tex. Plast. & Reconstruct. Surg. 3:245-61, May 
1948, 

Most of the patients with burns seen on the authors’ service have surviv- 
ed the acute stage but have wounds covered with exuberant granulations and 
usually grossly infected, and require skin grafting because of full thieck- 
ness skin loss. In preparing these wounds for skin grafting, the ointment 
dressing is removed, a culture taken and a photograph made. Crusts and 
necrotic tissue are removed, the surrounding skin washed anc shaved and 
a single laver of plain sterile gauze 40 by 44 mesh is applied. This is 
covered with wet saline dressings and the affected part wrapped in sterile 
cellophane or other suitable moisture proof material. The saline dressings 
are changed every four hours but the gauze is usually not removed until 
the seventh day; if necrotic tissue is present the gauze is changed every two 
days until all necrotic tissue is removed. When the wound culture report 
is available by the third day. penicillin 5,000 to 15,000 units per ounce 
may be added to the saline solution for the wet dressings if the culture 
shows gram-positive cocci; or 1/10 to full soluble Furacin solution may 
be used if gram-negative bacilli are present. Neither penicillin nor Furaein 
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is used routinely, as it has been found that the fine mesh gauze permits 
adequate drainage of the wound so that the bacterial flora is effectively 
reduced by the action of the tissues themselves in many cases. On the seventh 
day, the fine mesh gauze is removed and exuberant granulations cut down 
under general anesthesia; fresh sterile fine mesh gauze in a single layer 
and wet saline dressings are reapplied, the wet dressings being changed every 
‘four hours as before. By the tenth day, the granulating wound is usually 
clean and ready for skin grafting. The recently applied mesh gauze is re- 
moved, and the wound covered with hot saline packs, while the grafts are 
taken, using a Padgett dermatome. The grafts are placed on the granulating 
wound, fixed by sutures, and a pressure dressing is applied over fine mesh 
vaseline gauze. General anesthesia is used for this procedure. The entire 
wound is covered with the grafts if possible; but where the wound is too 
extensive, such as involving both lower extremities, one part is grafted and 
the other kept clean for grafting at an early date. Penicillin is given intra- 
muscularly, 50,000 units every three hours, beginning on the day before 
the grafting operation and continuing until the third postoperative day when 
the dressings are changed. At this time, all sutures are removed, any bleb, 
pustule, or hematomata incised or excised, and any necrotic graft or over- 
lapping graft edges removed. The single layer of fine mesh gauze and wet 
saline pressure dressings are continued; the dressings can be discontinued 
by the tenth day after operation, if the take is over 90 per cent; any granu- 
lating areas remaining are strapped with adhesive tape. If a lower extremi- 
ty is involved, an elastic bandage is worn until the graft has become ad- 
justed to dependent circulation, Eight illustrative cases are reported show- 
ing the satisfactory results obtained with this method. 27 figures. 
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Importance of Pressure Factors in the Genesis of Pulmonary Edema Follow- 
ing Vagotomy. A. H. Sussman, A. Hemingway and M. B. Visscher, 
University of Minnesota, Minneapolis, Minn. Am. J. Physiol. 152:585- 
88, March 1948. In animal experiments no evidence was found that 
vagotomy affects the pulmonary vascular system so as to cause edema 
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An Attempt to Produce Pulmonary Edema by Increased Intracranial Pres- 
sure. A. Surtshin, L. N. Katz and S. Rodbard. Am. J. Physiol. 152: 
589-90, March 1948. In animal experiments pulmonary edema was 
not produced by increasing intracranial pressure; aspiration of saliva 
produced a similar condition. 9 references. 


57. Miscellaneous 


Comparative Results in Operations for Pilonidal Cysts. Bernard B. 
Larsen, Cleveland, O. Arch. Surg. 56:516-21, April 1948. 

After a brief and unsatisfactory experience with the old fashioned 
block excision and secondary healing technics and an interlude with the 
method of suturing the skin edges to the sacrum, the author turned to his 
present method. He favors an elliptic block excision without undercutting 
fat or muscle. The wound is closed with two layers of buried cotton sutures 
in the fat and cuticular skin sutures of cotton. In 225 cases operated upon 
by this method, primary healing occurred in 218 (97 per cent), and only 
10 patients in all required secondary operation. Follow-up was largely by 
mail, and the interval is not stated. 4 references. 3 tables. 
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The Postwar Trends in the Training of the General Surgeon. Robert M. 
Zollinger, Ohio State University College of Medicine, Columbus, O. 
Surgery 24:161-69, August 1948. 


58. Book Reviews 


Neurosurgical Pathology. /. Mark Scheinker, Assistant Professor of 
Neuropathology and Assistant Professor of Medicine (Neurology), Univer- 
sity of Cincinnati, Cincinnati, O. Charles C Thomas, Springfield, Ill. 1948. 
355 pp. 238 illus. $8.75. 

This compact volume is designed to present a functional dynamic ap- 
proach to neurosurgical pathology. To that end it considers only those patho- 
logic entities which are of surgical importance. The five chapters are en- 
titled Cerebral Swelling: Central Nervous System Injuries; Tumors of the 
Central Nervous System; Cerebral Abscess; Hydrocephalus. In the initial 
chapter, the subject of cerebral swelling is discussed at length incorporating 
a condensation of the author’s many publications in this field over a period 
of years. This emphasis is well placed as the condition occurs as a primary 
effect or as a complication in a large proportion of neurosurgical lesions. 
In the following chapter. these concepts are applied specifically to the patho- 
genesis of the lesions seen following central nervous system injury. The new 
concepts concerning cerebral swelling are helpful in this regard but would 
be much more so if the evidence were incorporated into a logical theory of 
pathogenesis. Thus the relation of vasoparesis to cerebral swelling is not 
clear. Also there is no discussion of the postulated mechanisms of concus- 
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sion; the transmission of energy through the brain, contre-coup damage; 
shearing forces; why orbital and temporal pole contusion is frequent. The 
problem of cerebral swelling is of vast importance and represents an un- 
solved clinical problem in this age of high speed travel. For that reason, 
efforts of this type are especially valuable at this time. 

In the section on tumors of the central nervous system, the commoner 
neoplasms are described. The discussion is profusely illustrated but not de- 
tailed. A clinical correlation is attempted with inclusion of case histories 
and discussion of symptomatology. It would have been helpful if the relative 
frequency of each neoplasm were stated as well as the average duration of 
symptoms preoperatively and the average survival periods following opera- 
tion. Such information is more directly related to the histology and is of 
greater clinical importance than some of the material which is presented. 
The relative emphasis is also somewhat distorted as the author describes in 
detail certain neoplastic types in which he is especially interested. This re- 
sults, for example, in the allotment of more text to the subject of subependy- 
moma than to glioblastoma multiforme, although the latter is at least ten 
times as common, There is a minimum of emphasis on cytogenesis and no 
atempt to describe the natural history of these neoplasms. However, the 
purely descriptive aspects of these nervous system tumors are well stated 
in simple terms. 

The chapter on cerebral abscess summarizes the evidence on inflam- 
matory disease of the nervous system which is of surgical import. The see- 
tion on hydrocephalus is sound and clarifies certain previous misconceptions 
which have crept into the literature. The effects of destruction of the white 
matter in hydrocephalus is well illustrated by excellent photographs of gross 
sections. Although in the preface the author states that a detailed descrip- 
tion of the cellular pathology of tumors is omitted as these cannot be visua- 
lized in routine preparations, he then states (pg. 5) “microscopic findings 
of cerebral tumefaction may easily be overlooked in routine sections. They 
are best noted with careful study of silver impregnations.” The volume 
would be more valuable if it presented an objective, well balanced survey 
of neuropathology as it applies to neurosurgery, rather than serving as a 
forum for some of the author’s special interests, regardless of how valuable 
they may be. It is not a suitable book for students and it is also less useful 
to those who have any training or primary interest in neuropathology. It 
will be of great help to those clinical neurosurgeons who have had no neuro- 
pathologic experience, although one might doubt if it will “make it possible 
for every neurosurgeon to assume full responsibility for a correct postmor- 
tem laboratory examination without special laboratory assistance and with- 
out special training in neuropathology” as is stated on the jacket.—a. A. W. 


Principles Governing Eye Operating Room Procedures. Emma_ 1. 
Clevenger, Supervisor, Eye Operating Room, New York Eye and Ear In- 
firmary, New York, N. Y. The C. V. Mosby Co., St. Louis, Mo., 1948. 
149 pp. $5.50. 


This should be an excellent reference book for nurses. All the common 
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eye instruments are well demonstrated by photographs and there are excellent 
diagrams for arranging operating room tables. There is a good chapter on 
daily routine of operating room nurses and a fair chapter on care of in- 
struments. Seven chapters totaling one hundred and forty-nine pages are 
simple lists enumerating various equipment, instruments, operations, etc. 
More explanatory text could have been used to advantage. A more fitting 
title to the book would be a “Manual of Eye Operating Room Procedures.” 
€. 


Operative Gynecology. Harry Sturgeon Crossen and Robert James Cros- 
sen. The C. V. Mosby Co., St. Louis, Mo., 1948. 6th ed. 999 pp. 1,334 illus. 
$15.00. 

This is an excellent and complete text that not only considers the opera- 
tive phases of gynecology but the whole field of this subject in so far as it 
relates to operative treatment. It is a complete text with 999 pages, a thorough 
index, and 1,334 illustrations, a number of which are in color. The colored 
illustrations are of a high caliber. There is no separate bibliography to 
this book, the references being introduced directly into the text. This is 
the sixth edition of this book appearing over a period of the last thirty-three 
years. In this edition, there is a revision and expansion of the material on 
radium therapy and an addition to the section on retrodisplacement of the 
uterus, although the entire volume of material so covered has been re- 
duced since some previous editions. The use of sulfonamides is covered. 
as well as the discussion of anesthesia and gynecologic operations. This 
is an excellent text and highly to be recommended for all those who do 
gynecologic or abdominal surgery. In addition, it would be a valuable pos- 
session of medical students for future use in practice after graduation. 


Recent Advances in Surgery. Harold Edwards. The Blakiston Co., Phila- 
delphia, Pa., 1948. 3rd ed. 428 pp. 131 illus. $6.50. 

The first edition of this book appeared in 1928 and the second edition 
a year later. Both previous editions were written under the editorship of 
Sir Heneage Ogilvie. The present edition appears as the third one after an 
interval of nineteen years, under the new authorship of Mr. Harold C. Ed- 
wards. It has 428 pages with a list of references at the end of each chapter 
and 131 good illustrations. Sections are written by other prominent British 
surgeons: outstanding among these are the section on the thorax by Mr. 
R. €C. Brock and that on radiotherapy in malignant disease by Sir Stanford 
Cade. The book is good on such subjects as wound healing and shock. It 
includes an up to date discussion of penicillin and streptomycin. The see- 
tions on the heart and chest are particularly good. This book considers many 
of the recent advances in surgery and would prove to be a profitable bit 
of reading for those who have been away in medical service or who are 
studying for American Board examinations. The emphasis is not just on 
the British surgery but includes advances made by American and continental 
surgeons, 
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New Books and Pamphlets 


(From now on each volume of the QUARTERLY REVIEW OF SURGERY 
will carry a list of the new books and pamphlets of interest to surgeons. 
Publishers and readers are asked to contribute titles which otherwise might 
be missed.) 


1. ANESTHESIA AND ANALGESIA 

Anestésia Raquidea Con Percaina en Cirugia Ginecolégica. Horacio 
L. Mazza. Buenos Aires. 1940. 68 pp. illus. 

Tratado De Anestesia. José Miguel Martinez, Salvat, Barcelona, 1946. 
726 pp. illus. 

Introduction 4 L’Etude de L’Anesthésie. Lucien Dautrebande. Duculot 
Gembloux, 1944, 1235 pp. illus. 

De Quelques Anesthésiques Locaux de Synthése Inserits au Tableau. 
C. Raymond Coste. Macabet, Vaison-la-Romaine. 1939, 135 pp. illus. 


3. SURGICAL TECHNIC 
Surgery of the Ambulatory Patient. Lewis Kraeer Ferguson. 2 ed. Lip- 
pincott, Philadelphia. 1947, 932 pp. illus. 
Compendium der Verbandund Operationslehre. Eduard Sonnenburg. 2 
Aufl. Hirschwald, Berlin. 1908-10, 2 vy. illus. 
Spezielle Chirurgische Therapie Fiir Studierende und Arzte. Max Sae- 


gesser. H. Huber, Bern. 1946. 884 pp. illus. 


SURGICAL INFECTIONS 


La Streptomycine. Etude Expérimentale et Thérapeutique. Alphonse 
Abaza. Doin, Paris. 1947, 94 pp. 
5. TUMORS 
March Against Cancer. Indiana Cancer Society. Indianapolis. 1946. 
98 pp. illus. 
Les Méningiomes de la 3me Frontale. Léon Ectors. Masson, Paris. 
1947. 200 pp. illus. 
&. BRAIN 
Les Méningiomes de la 3me Frontale. Léon Ectors. Masson, Paris. 1945 
161 pp. illus. 
9, SPINE AND SPINAL CORD 
Contribution a L’Etude des Complications des Traumatismes de la 
Moelle. Les Esearres-Leur Traitement. Camille Lacroix. Société due “Petit 
Marseillais,” Marseille. 1939. 46 pp. 
Die Scheuermannsche Krankheit und ihre Differentialdiagnose. Jacques 


Elie Wilhelm Brocher, Schwabe, Basel. 1946. 91 pp. illus. 


13. ORAL SURGERY 


Anatomie Médico-Chirurgicale du Ganglion Spéno-Palatin. Roger Es- 
cat. Maloine, Paris. 1945, 172 pp. illus. 


QUARTERLY REVIEW OF SURGERY 


Operative Oral Surgery. Leo Winter. 3 ed. Mosby, St. Louis. 1947. 
1167 pp. illus. 


Goteras. Natalio J. Pavese. Buenos Aires. 1946. 161 pp. illus. 


14, PLASTIC SURGERY 
Reconstructive and Reparative Surgery. Hans May. F. A. Davis, 
Philadelphia. 1947. 964 pp. illus. 
15. THYROID AND PARATHYROID 
Les Thyroidectomisés. Raymond Leibovici. Doin, Paris. 1946. 109 pp. 


16. THORACIC SURGERY 
Perkussion und Auskultation. Nikolaus von Jagic. Urban & Schwarzen- 
herg, Wein. 1946. 128 pp. illus. 
27. HERNIA 
Contribution a Etude des Contusions Herniaires. Pierre Jean Sylves- 
tre Paluteau. Delmas. Bordeaux. 1939, 26 pp. 
29. STOMACH AND DUODENUM 
Der Operierte Magen. Reinhold Boller. Urban & Schwarzenberg, Wein. 
1947. 197 pp. illus. 
Il Cancro dello Stomaco. Luigi di Natale. Cappelli, Bologna. 1939. 
275 pp. illus. 
38. GENITOURINARY SURGERY 
Varicocele. Semiologia y Cirugia. Ricardo Bernardi. El Ateneo, Bue- 
nos Aires. 1947, 198 pp. illus. 
41. ARTERIES 
Le Syndrome du Scaléne Antérieur ou Cervico-Brachial et son Treat- 
ment. Pierre Bodereau. Jouve, Paris. 1946. 57 pp.. 
43. ORTHOPEDIC SURGERY 
Hallux Valgus. Carlos Khoury. Buenos Aires. 1946, 227 pp. illus. 


44, FRACTURES 

The Internal Fixation of Fractures. Charles Scott Venable. Charles C 
Thomas, Springfield. 1947. 237 pp. illus. 

Technik der Marknagelung. Gerhard Kuntscher. Thieme, Leipzig. 1945. 
102 pp. illus. 

46. BONES 

A Propos de L’Osteomyelite Chronique par Projectiles de Guerre Lo- 

calisee aux Epiphyses. Jean Raymond. Rey, Lyon. 1943. 51 pp. illus. 


SUBJECT INDEX 


February 1949 


ANEURYSM 
problem of maintaining the continuity of 
the artery in the surgery of aneurysms and 
arteriovenous fistulae, 91 
ARTERIES 
aortic valvulotomy, experimental methods and 
early results, 46 
nail changes in functional and organic ar- 
terial disease, 92 
pulmonary valvulotomy for the relief of con- 
genital pulmonary stenosis, report of three 
cases, 44 
BILIARY TRACT 
syndrome of the hepatie duct 
syndrome), 78 
BLADDER 
management of the paralyzed bladder, 16 
BLOOD 
syndrome of thrombotic obliteration of the 
aortic bifurcation, 90 


(the hepatic 


pressure: 
aseptic necrosis of pancreas due to arterial 
thrombosis in malignant hypertension, 80 
surgical treatment of essential hypertension. 


BOOKS 
neurosurgical pathology, 110 
operative gynecology, 112 
principles governing eye operating room pro- 
cedures, 111 
recent advances in surgery, 112 
BRAIN 
intracranial 
ease, 15 
BREAST 
carcinoma of the breast in husband and wife, 
57 
surgical treatment of recurrent carcinoma of 
the breast and chest wall, 56 
BURNS 
preparation of granulating wounds for graft- 
ing (a method), 108 
CALCANEUM 
—mechanism and treatment of fractures of the 
calcaneus, open reduction with the use of 
cancellous grafts, 97 
CANCER See also under names of organs and 
regions. 
definition of inoperability of cancer, 12 
COLON 
current trends in surgery of the distal colon 
and rectum for cancer, 72 
subtotal colectomy and colectomy in ulcera- 
tive colitis, 71 
EMPYEMA 
drawbacks encountered in local treatment of 
pleural empyema with chemotherapeutic 
and antibiotic agents, 41 
ESOPHAGUS 
congenital esophageal 
esophageal fistula, 50 


hydatid diseases, report of a 


atresia and tracheo- 


esophageal hiatal hernias of the short esoph- 
agus type, etiologic and therapeutic con- 
siderations, 48 
surgical management of carcinoma of the 
lower two-thirds of the esophagus and 
cardiac end of the stomach, 52 
surgical treatment for carcinoma of — the 
esophagus, 49 
EXOPHTHALMOS 
exophthalmos, principles of surgical manage- 
ment from the neurosurgical aspect, 37 
EXTREMITIES 
effect of sympathectomy on blood flow in the 
human limb, 20 
FEMUR 
coxa plana, 10] 
final results of osteosynthesis of fractures of 
the femoral neck ad modum Sven Johans- 
son, study of a ten-year material, 98 
FISTULA 
congenital esophageal atresia and tracheo- 
esophageal fistula, 50 
gastro-bronchial fistula, report on a case, 43 
ischiorectal urinary fistula, report of a case, 
77 
problem of maintaining the continuity of the 
artery in the surgery of aneurysms and 
arteriovenous fistulae, 91 
radical extirpation and primary closure of 
deep thoracic fistulas, 42 
GANGRENE 
modern tendencies in the treatment of gas 
gangrene, 9 
GOITER 
—association of carcinoma of the thyroid gland 
and exophthalmic goiter, 36 
lingual goiter, report of three cases, 39 
HAND 
infections of the fingers and hand, report 
from the hand clinic of University College 
hospital, 8 
HEART 
aortic valvulotomy, experimental 
and early results, 46 
cardiac resuscitation, 1 
pulmonary valvulotomy for the relief of con- 
genital pulmonary stenosis, report of three 
cases, 44 
value of preoperative heart examination, 
study based on material at the surgical 
clinic of the Karolinska Sjukhuset, Stock- 
holm, 1940-1944, 4 
HERNIA 
operations for hernia, technique for nylon 
darn, 61 
preliminary report on the use of tantalum 
mesh in the repair of ventral hernias, 60 
repair of hiatus hernia of the diaphragm by 
the supradiaphragmatic approach, 58 
strangulated diaphragmatic hernia, 57 


methods 
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HIP 
follow-up study of the early treatment of 
congenital dislocation of the hip, 100 
radical operative treatment of the tuberecu- 
lous hip, report of 113 cases, 105 
INFANTS 
acute intussusception in childhood, 74 
congenital esophageal atresia and 
esophageal fistula, 50 
INJECTIONS 
total intravenous alimentation, its effeet on 
mineral and bacterial content of feces, 4 
JAWS 
ankylosis of the temporo-mandibular joint, 26 
JOINTS 
three cases of synovioma, 104 
KIDNEYS 
hydatid evst of the right kidney, 84 
LIPS 
carcinoma of the lip, review of 563 case ree- 
ords of carcinoma of the lip at the Bond- 
ville hospital, 25 
LIVER 
—two operatively treated cases of hemangioma 
of the liver, 79 
LUNGS 
pneumectomy for pulmonary metatases from 
cancer of the uterus ten years after hys- 
terectomy, 43 
NAILS 
nail changes in functional and organic ar- 
terial disease, 92 
NERVES 
effect of vagotomy and of drugs on gastric 
motility, 63 
peripheral nerve surgery, repair of nerve de- 
fects, 18 
selective abdominal vagotomy, 64 
OSTEOMYELITIS 
acute haematogenous osteomyelitis, diagnosis 
and treatment, 103 
OVARY 
preservation of function in cystic and seler 
oie ovaries, report on sixteen cases of sin- 
gle ovary, 86 
PANCREAS 
aseptic necrosis of pancreas due to arterial 
thrombosis in malignant hypertension, 80 
paroxysmal spontaneous hypoglycemia treat- 
ed by subtotal resection of the normal 
pancreas, 81 
problem of peptic ulcer following pancrea- 
tectomy, 82 
radical resection of head of pancreas and to- 
tal pancreatectomy, 81 
PARATHYROID 
surgical aspects of hyperparathyroidism, re- 
view of sixty-three cases, 34 
PAROTID GLAND 
tumors of salivaryv-gland origin, 22 
PEPTIC ULCER 
problem of peptic ulcer following panerea- 
tectomy, 82 
re-evaluation of the role of pyloric antrum in 
marginal peptic uleers, 65 
PENICILLIN 
acute haematogenous osteomyelitis, diagnosis 
and treatment, 103 


tracheo- 


infections of the fingers and hand, report 
from the hand clinic of University College 
hospital, 8 
penicillin tetanus, 
fifty-nine cases, 10 
PERITONEUM 
peritoneal irrigation in 
three cases, 3 
PHLEBITIS 
—contribution to the biochemical study of phle- 
bites and their surgical treatment, 93 
PILONIDAL SINUS 
comparative results in operations for piloni- 
dal cysts, 110 
PORTAL VEIN 
portacaval shunts in the treatment of portal 
hypertension, analysis of 15 with 
=pecial reference to the suture type of end 


clinical analysis of 


uremia, report of 


cases 


to side splenorenal anastomosis — with 
splenectomy and preservation of the kid 
ney, 

PRISCOL 


effects of priscol (2-benzyl-4, 5-imidazoline 
HCl) on peripheral vascular diseases, hy- 
pertension and circulation in patients, 89 
PROSTATECTOMY 
immediate prostatectomy — for 
urine, 84 
RECTUM 
anorectal infections and the sequellae. es 
pecially fistulae and incontinence, 76 
one hundred and thirty-seven 
combined abdominoperineal 
without mortality, 70 
simultaneous abdominal and perineal ap- 
proach in operations for imperforate anu- 
with atresia of the reetum and rectosig- 
moid, 76 
RESPIRATION 
cardiac resuscitation, | 
SCAPHOID BONE, CARPAL 
eyst-like lesions of carpal bones, associated 
with ununited fractures, aseptic 
and traumatic arthritis, 96 
SKIN 
epithelioma of scrotum, 85 
recovery of sensation in split thickness skin 
grafts, study of one hundred and eighty- 
seven cases, 27 
SPHINCTER MUSCLES 
spasm and fibrosis of the sphineter ani due 
to reflex action, 77 
SPINAL CORD 
management of the paralyzed bladder, 16 
SPLENECTOMY 
—portacaval shunts in the treatment of portal 
hypertension, analysis of 15 with 
special reference to the suture type of end 


retention of 


consecutive 
resections 


necrosi-~ 


Cases 


to side splenorenal anastomosis — with 
splenectomy and preservation of the kid- 
ney, 


STOMACH 
diverticula of the stomach, report of 26 new 
cases, 66 
effect of vagotomy and of drugs on gastric 
motility, 63 
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prolapse of the gastric mucosa through the 
pyloric canal into the duodenum, report 


of 16 cases diagnosed roentgenologically, 


65 
re-evaluation of the role of the pyloric an- 
trum in marginal peptic ulcers, 65 
results of partial and total gastrectomy in 
cancer of the stomach, 67 
SURGERY 
preparation of granulating wounds for graft- 
ing (a method), 108 
repair of hiatus hernia of the diaphragm by 
the supradiaphragmatic approach, 58 
surgical management of carcinoma of the 
lower two-thirds of the esophagus and 
cardiac end of the stomach, 52 
total intravenous alimentation, its effect on 
mineral and bacterial content of feces, 4 
use of the artificial kidney in the treatment 
of uraemia, 2 
SUTURES 
operations for 
darn, 61 
unusual proliferative reactions to suture ma- 
terial, 6 
SYMPATHECTOMY 
effect of sympathectomy on blood flow in the 
human limb, 20 
SYNOVIAL MEMBRANE 
three cases of synovioma, 104 
TANTALUM 
preliminary report on the use of tantalum 
mesh in the repair of ventral hernias, 60 
TETANUS 
penicillin in tetanus. clinical analysis of fifty- 
nine cases, 10 


hernia, technique of nylon 


THORAX 
radical extirpation and primary closure of 
deep thoracic fistulas, 42 
THYROID 
—association of carcinoma of the thyroid gland 
and exophthalmic goiter, 36 
chronic thyroiditis, 29 
factors in prognosis in cancer of the thyroid, 
principles of treatment based on 210 cases, 
33 
nodular’ goiter, report of three cases, 39 
thyroiditis, 39 
TONGUE 


lingual goiter, report of three cases, 39 


TUBERCULOSIS 


radical operative treatment of the tuberculous 
hip. report of 113 cases, 105 
TUMORS 
carotid body tumors, 23 
two operatively treated cases of hemangioma 
of the liver, 79 
tumors of the carotid body, 24 
vascular tumors of the brain and spinal cord 
and their treatment, 13 
ULCERS 
selective abdominal vagotomy, 64 
UCREMIA 
peritoneal irrigation” in 
three cases, 3 
use of the artificial kidney in the treatment 
of uraemia, 2 
URINATION 


stress incontinence in the female, 88 


uremia, report of 
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INSTRUMENTS OF AUTHENTIC DESIGN 


The instruments shown above GEy 
are typical of the large number 

designed by leading surgeons 

for operative or diagnostic use in 

the field of general surgery, and made 

by Pilling craftsmen. No finer instruments 
are obtainable. 


A. P12498 Babcock Needle Holder; D. P20667 Rock Endometrial 


useful with wire sutures. Curette. 

B. P13670 Babcock Sump Drains, E. P20912 Wilson Amniotic 
Stainless Steel. Trochar. 

C. P18282 Rectal Retractor, F. P21322 Douglas Measuring 
T. Chittenden Hill. Plate. 


Order Pilling instruments direct, 


or write for further information to: 
GEORGE P. PILLING & SON CO. 
3451 Walnut Street 
Philadelphia 4 


A Standing Invitation: 
When in Philadelphia, visit our 
} new salesrooms. Free parking 


on our private lot. 
PILLING FOR PERFECTION in surgical instruments 


Protein is essential in the diet. It is life itself 
But people cannot always have it in the palatable form 
of red meat. For example, a surgical patient faces the 
shock of tissue destruction, blood loss, loss of body 
protein. Before and after surgery, Protein Hydrolysate 
Baxter materially helps to meet the protein needs of the 
surgical patient. This new achievement of Baxter research is a 
beef product... . prepared from bovine plasma . . . 
a enzymatically digested. Autoclaved, proven sterile and 
Protein Nydrolysate non-pyrogenic, it is conspicuously free from reactions. 
Full information is available on request. 


B A XT i R Boxter Laboratories, Inc. 
Morton Grove, Ill. 


Available with or without Dextrose 


Distributed and available only in the 37 states east of the Rockies through— 


American Hospital Supply Corporation » General Offices, Evanston, Illinois 
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